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THE DIABETIC FOOT.* 


Harry J. WARTHEN, M. D., 


and 


WILL1AM R. Jorpan, M. D., 
Richmond, Virginia 


No condition requires more careful cooperation 
between the attending physician and surgeon than 
does the treatment of surgical complications arising 
in the diabetic. 

Every second diabetic at some time requires the 
treatment of a surgeon,! and a fifth of these need 
surgical treatment for a foot lesion. These are simple 


’ figures and not very imposing unless one remembers 


that one out of every fifty people will die with 
diabetes. In Virginia this means fifty thousand per- 
sons; in the Southside area seven thousand. In other 
words, seven hundred of the people under the care 
of the doctors represented by the Southside Society 
will require such surgical treatment as we now dis- 
cuss. We can be sure that knowledge of this condi- 
tion will not only postpone death in most of these 
people, but will restore them quickly to a useful and 
comfortable life. 

Prevention of these disabling and even fatal con- 
ditions, such as gangrene, is of even more value than 
treating them once they are evident. That we can 
prevent or at least postpone them indefinitely is 
certain. Joslin reports! that the physicians under 
his care for diabetes have a mortality only one-fourth 
that of his unselected cases of corresponding age. 
This shows that knowledge of the disease controls 
to a large extent the results obtained. The time to 
begin this preventive treatment is now. Every pa- 
tient seen, whether he be diabetic or not, should be 
instructed in the simple rules of personal hygiene, 
especially for foot care. Surgical lesions of the dia- 
betic foot are the result usually of long-standing 
conditions which have gradually advanced to the 
point where slight precipitating causes initiate severe 


*Delivered before the Southside Virginia Medical As- 
sociation, at Burkeville, Va., September 14, 1937. 


disease. Among these conditions are calluses, corns, 
“athlete’s foot,’ arteriosclerosis and degenerative 
nerve disease, as well as uncontrolled diabetes. The 
corn may have arisen in early life but may have 
caused no real trouble until poor circulation, aided 
and abetted by uncontrolled diabetes and improper 
diet, permitted a slight injury to progress to definite 
infection with gangrene following in short order. 
If the corn had been cured and a recurrence pre- 
vented, and if the diabetes and diet had been prop- 
erly controlled, no infection of consequence would 
have arisen and gangrene would not have occurred. 
Even with the corn and arteriosclerosis it is doubt- 
ful if gangrene would have occurred if the precipi- 
tating cause, such as a tight shoe or a hot water 
bag, had not been encountered. Thus our attack 
can be directed along two lines—one, for the pre- 
vention or correction of underlying causes in every 
patient seen, and, two, for the elimination of pre- 
cipitating causes in known diabetics with vulnerable 
feet. 

The rules are so simple that we are seldom im- 
pressed by them, and the patient pays even less heed 
to them. We list below the rules for foot hygiene? 
which we should teach our patients: 

1. Wash feet daily with soap and water and dry 
thoroughly by pressure. 

2. Rub with lanolin as often as necessary to keep 
the nails pliable and the skin soft but not tender. 
If too soft, use rubbing alcohol once daily. 

3. Cut the nails only in a good light and after 
a bath when the feet and hands are clean and the 
nails softened. Cut almost straight across so that 
the corners may grow out normally. 

4. Separate all over-lapping or tightly compressed 
toes with lamb’s wool. 
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5. Wear shoes of soft leather which fit properly 


and are not run-down at the heels or have rough 
lining. 

6. Alternate the use of two pairs of shoes every 
few days. 

7. Wear new shoes one-half hour the first day 
and increase this time by only one hour each suc- 
cessive day. 

8. Wear clean socks of the proper size and with- 
out holes or rough darns or seams. 

9. Do no use heating appliances. Try bed socks 
if needed. 

10. Do not put the bare foot on the floor. 

11. Elderly diabetics should not cross the legs or 
wear circular garters. Make use of daily rest periods 
during which the shoes are removed. Be very 
cautious about the feet. 

12. Diabetics afflicted with poor vision, stiff 
joints or loss of manual skill should employ another 
person to trim the nails and give foot care. 

The treatment of corns and calluses requires little 
addition to the above rules. 

1. Wear the proper shoes and socks. 

2. Use exercises such as flexing, extending and 
spreading the toes. 

3. In walking, finish each step on the toes and not 
on the ball of the foot. 

4. Keep the area soft with the daily use of 
lanolin. 

5. Twice a week soak the feet in warm, soapy 
water until the calloused skin is softened and then 


rub off with gauze the loosened, dead skin. Do not . 


cut, tear, or remove corns or calluses with plasters 
or other medicine. 

6. If you consult a chiropodist, tell him you have 
diabetes. 

Once a surgical lesion, even a small abrasion or 
blister, develops, the diabetic should consult his 
doctor promptly. Immediate attention to the lesion 
and continuous control of the diabetes should be 
instituted. An apparently innocuous lesion all too 
often leads to amputation or to a premature death. 
The diet should be adequate for the patient’s every 
need and the blood and urine sugar controlled, if 
necessary with insulin. Marked fluctuations in the 
blood sugar level are to be avoided. Too low a blood 
sugar may prove as harmful as one too high. Par- 
ticularly is this true in the elderly diabetic in whom 
an attack of coronary disease or apoplexy may follow 
an insulin reaction. The distribution of the insulin 
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throughout the day is just as important as the t.tal 
dosage given. The new protamine insulin helps us 
in maintaining an even blood sugar level, but we 
may have recourse to both kinds in managing the 
diabetes. All of us are familiar with the improve- 
ment in these foot cases as soon as the diabetes is 
brought under control, and most surgeons are cog- 
nizant of the better results they obtain if the diabctes 
is properly managed. Frequent tests and detailed 
care are essential, and time thus spent is well re- 
paid. 

Surgical complications of the lower extremity fall 
clinically into two groups, depending upon whether 
the condition is due primarily to infection or to 
impaired circulation. The condition may vary in 
severity from a localized infection in a foot with a 
relatively good blood supply to an extensive gan- 
grene with an associated spreading infection. Dis- 
similar as these two extremes may appear, they 
differ only in degree, depending locally upon three 
variables. These are the competence of the circula- 
tion, the virulence of the infecting organism and the 
duration of the immediate process. In a previously 
untreated case the first two factors are beyond the 
control of the attending physician, but the third 
element—that of time—becomes the responsibility 
of the medical attendant as soon as he sees the pa- 
tient. A localized abscess of the foot in a diabetic 
requires drainage as urgently as an inflamed appen- 
dix demands removal from the peritoneal cavity, 
and an unamputated infected gangrenous foot is no 
more compatible with life than an unclosed _per- 
forated ulcer of the duodenum. If the local condi- 
tion necessitates immediate operation the diabetes 
should not be considered a contraindication to sur- 
gery for the general condition will not improve until 
the septic focus is removed. 

The surgical procedure indicated depends upon 
three factors. These are, first, the type and extent 
of the infection; second, the circulation of the part; 
and, third, the life expectancy and economic neces- 
sities of the patient. 


Diffuse superficial infections with a competent 
blood supply usually respond promptly to rest, ele- 
vation, Dakin’s compresses and a careful regulation 
of the diabetes. The same type of infection in a 
part with a poor blood supply frequently improves 
temporarily under this therapy and a delayed and 
more limited operative procedure often effects a cure. 
A localized abscess necessitates immediate drainage. 
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Evacuation of pus in a diabetic not only prevents 
local spread of the process and relieves the general 
effects of sepsis in an already handicapped subject, 
but also diminishes the edema about the infection 
and improves the blood supply distal to the affected 
part. A striking change in the color of the toes fre- 
quently follows drainage of an abscess of the dorsum 
or sole of the foot. 

A deeply situated spreading infection usually re- 
quires immediate amputation and the presence of 
gas-forming organisms necessitates a guillotine am- 
putation through the thigh with later secondary 
closure of the stump. Gas gangrene is a not infre- 
quent complication of infections in diabetics and 
sometimes occurs without a demonstrable break in 
the skin. Over eight per cent of all cases of proven 
gas gangrene treated in the Medical College of 
Virginia Hospitals occurred in diabetics.* 

In the final analysis, the extent of the operative 
treatment in diabetic extremities varies directly with 
the degree of circulatory impairment. Amputation 
of a gangrenous toe is justifiable if the circulation 
of the foot appears competent and if the foot is 
relatively free from pain. Amputation through the 
lower thigh is indicated, when, in addition to the 
local gangrene, the circulation of the foot is incom- 
petent, infection is spreading, or the severity of the 
pain indicates a wide-spread arteriosclerosis. 

When the life expectancy of the patient is short or 
the economic necessities demand a minimal period 
of disability, a more radical procedure that offers 
a shorter hospital stay is not only justifiable, but 
indicated, in carefully selected cases. 

Occasionally the response of a diabetic infection 
or localized gangrene to a minor operative procedure 
is remarkably satisfactory. Thus emboldened and 
frequently at the urgent request of the patient, the 
surgeon may attempt an incomplete operation with 
less favorable results. Such a situation requires 
early recognition and a readiness on the part of the 
surgeon to change the treatment immediately. Con- 
servative surgery in diabetics is frequently a method 
of trial and error, but the greatest error arises from 
failing to realize that the trial has been unsuccess- 
ful. 

The appearance of the wound during the first few 
ways following operation is usually a reliable guide. 
If the infection spreads or sloughing continues, re- 
amputation is necessary. If the wound bleeds freely 
and healthy granulations appear, healing should 
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ultimately occur. During the period of uncertainty 
which follows minimal operations upon diabetic ex- 
tremities the wound should be examined daily by 
the attending surgeon. The dressings should not be 
delegated to an assistant during this critical time. 

Especial care of the skin is needed in diabetics. 
Wet dressings may macerate the skin and the area 
about the wound should be protected by zinc oxide 
or some other bland ointment. Pressure sores over 
the heels or malleoli may be prevented by suitably 
placed pillows. A thick woollen sock will give com- 
fort and protection to the uninvolved foot. A cradle 
beneath the bed clothes or a tongue depressor 
strapped to the foot with adhesive will prevent pres- 
sure from the covers and actual ulceration of the 
toes may be avoided in this manner. The preven- 
tion of decubitus ulcers is, of course, imperative in 
these debilitated patients. This is facilitated by fre- 
quent alcohol rubs and an overhead bar suspended 
from a Balkan frame. 

Two illustrative cases are reported briefly: 

Case Report 1. Mrs. S. E. M., a fifty-four-year- 
old widowed white housewife, was admitted to the 
Sheltering Arms Hospital on November 4, 1936, 


. complaining of infected toes of the right foot. Her 


past history was not significant aside from diabetes 
for the past five years. The diabetes was untreated 
until two weeks prior to admission. During this 
period the diabetes was brought under control. She 
dated her present illness to an abrasion of the right 
second toe received three weeks before admission 
from a nail in her shoe. The area became infected 
and the pain and swelling brought her reluctantly 
to the hospital. Physical examination showed ex- 
tensive infection in the flexor creases of the four 
lateral toes with extension into the plantar surface 
of the foot. Osteomyelitis was present in the four 
involved toes. The toes were cyanotic and cool. A 
pulse could be felt in the dorsalis pedis and pos- 
terior tibial arteries. Several large blisters were 
present over the foot and toes as a result of a self- 
applied hot water bottle. The routine blood studies 
were not remarkable. The Wassermann reaction was 
negative. The temperature was 100.4, pulse 120, 


respiration 20. 

Hot wet boric acid dressings were applied the day 
of admission in an attempt to decrease the infection. 
On the day following admission, after the injection 
of seventy-five mg. of procaine intraspinally, the 
four lateral toes were disarticulated at the metatarso- 
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phalangeal joints. Moderate bleeding ensued. The 
wound was packed open with gauze. The great toe 
appeared uninvolved and was not removed. The 
- pathologic examination showed necrotizing, phleg- 
monous inflammation with secondary periostitis, 
osteomyelitis, and thrombophlebitis. Dakin’s com- 
presses were applied shortly after operation—a 
superficial slough separated—granulations appeared 


Case No. 1. Photograph was taken five months following 
disarticulation of four lateral toes. Healing is complete and 
patient has a good weight-bearing foot. The great toe was 
not removed for motion at metatarso-phalangeal joint was 
free and the operator wished to avoid unnecessary operative 
trauma with subsequent delayed healing. 


and the wound closed slowly. About five weeks fol- 
lowing operation the skin margins were strapped 
with adhesive strips and epithelium gradually grew 
across the defect. On January 14, ten weeks follow- 
ing admission, the patient was discharged from the 
hospital with the incision clean and healing well. 
Within the next ten weeks healing was complete in 
every respect and full use of the foot was obtained. 
No further trouble has been had. 

Case Report 2. Mrs. E. M, G., a sixty-six-year- 
old housewife, with diabetes of fifteen years dura- 
tion and moderate arteriosclerosis, applied a kera- 
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tolytic agent to a bunion three months before ad nis- 
sion to the Retreat for the Sick Hospital on De. em- 
ber 29, 1936. In peeling off the skin slight blee ling 
was produced. Infection developed and progr: ssed 
in spite of medical and surgical treatment. \ hen 
first seen by us, an infected callus of the left creat 
toe was present, with widespread infection of the 
distal plantar surface of the foot and a dusky dis- 


Case No. 2. Photograph was taken one month following 
operation. The healed incision may be seen at the base of 
the four medial toes. 


coloration over the dorsum. The usual blood studies 
were not remarkable. The Wassermann reaction was 
negative. An X-ray nine days earlier had shown no 
bone involvement. The circulation of the foot was 
only fair, and the dorsalis pedis pulse was barely 
palpable. 

Regulation of the diabetes was begun and the foot 
was incised and drained under spinal anesthesia on 
the day of admission. The color of the foot im- 
proved immediately. Sixteen days later the patient 
was discharged from the hospital with the wound 
almost completely healed. During the next week the 
wound healed entirely and no further trouble has 
been had. 
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SUMMARY 


i. A knowledge of the good results obtainable in 
the handling of surgical lesions of the diabetic foot 
stimulates greater interest in their treatment. 


2. Premature death or unnecessary amputations 
may result from neglect or improper treatment of 
apparently minor lesions of the feet in diabetics. 


3. Detailed medical and surgical care is essential 
not only to obtain a good result with the existing 
lesion but also to prevent complications. 

4, The surgical procedure indicated depends upon 
the degree of infection, the circulation of the part, 
and the general prognosis of the patient. 
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5. The outcome in any case is determined by con- 
siderations that are insignificant in the handling of 
similar lesions in a younger person without diabetes. 

6. Two case reports are given illustrating the 
efficacy of minimal operative procedures in care- 
fully selected cases. 
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TUBERCULOSIS—RESULTS OF A CLINICAL SURVEY. 


C.. L. M. 
A. D. Parker, M. D., 
and 
R. B. GRINNAN, Jr., M. D., 
Norfolk, Virginia 


In these days great emphasis is being placed on 
Public Health Medicine and the prevention of dis- 
ease. There appears at almost every turn a paper 
in this connection on the various aspects of tuber- 
culosis, its prevention and cure. A great deal of 
emphasis has been placed on the importance of sur- 
veys of some sort to find tuberculosis before it has 
reached an advanced and contagious stage and at 
which time it is “curable” by rest in bed, or one of 
the simpler treatments. This paper is the report of 
such a survey carried out by the Elizabeth City 
County Health Department with the assistance of 
the State Health Department of Virginia. 

The survey was carried out by having tuberculins 
(O. T. was used, .001 mg. being used in the first 
test and all non-reactors retested with 1.0 mg.) made 
on one thousand and fifty-five children, colored and 
white of high and grammar school age. Three hun- 
dred and fifty-three of those tested were found to be 
positive. Of the three hundred and fifty-three, two 
hundred and thirty-eight were found to be strongly 
positive. This strongly positive group were X-rayed 
and given a physical examination of the ears, nose, 
throat, lungs and heart. The examinations were 
carried out by the authors. 


TABLE 1 


Totals White Colored 


Tuberculin Tests 

Positive Reactors 

Strongly Positive Reactors____ 

Found Positive by X-ray_____- 

Very Suspicious by X-ray___- 

Keown: Contact) 16 
Per Cent of Contacts 32.9 14.9 


A diagnosis of tuberculosis in a minimal or more 
advanced stage was made in eight cases. Two of 
these were minimal childhood type and, while prob- 
ably quiescent, were considered serious enough to 
be called positive and closely followed. Four others 
were minimal cases with a small amount of 
parenchymal infiltration. The activity of these is 
to be more carefully determined by close watching, 
partial or complete bed rest, and subsequent follow- 
up X-rays. One of these cases was definitely active 
with cavity formation, one and one-half to two cm. 
in diameter. The seventh case was what appeared 
to be an arrested condition of almost miliary dis- 
tribution in the lung fields. The wide-spread nature 
of the disease in this child, however, presents an 
ultimately grave prognosis. The eighth case was 
bilateral in extent and considered moderately ad- 
vanced. One of the positive minimal cases was a 
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school teacher. Four of these patients were advised 
to take sanatorium treatment, and two had gone 
when this paper was being written. Of the eight 
- cases only three presented positive signs on physical 
examination that would lead one to suspect tuber- 
culosis. 

The following is a statistical table of the positive 
cases. 

Il—Positive Cases 


Contact 
Contact Not 
Sex Race Familial Familial 


Stage of 
Disease 
M childhood minimal 
13. M childhood minimal 
17 M early minimal 
17 minimal with cavity 
16 early minimal 
26 minimal 
15 miliary (?) arrested 
17 moderately ad- 
vanced 
The age range is from thirteen to twenty-six. The 
sexes are evenly divided. There are five white to 
three colored cases. This is somewhat surprising 
since the case rate among the negroes is actually 
higher than among the white race. Sixty-two and 
five-tenths per cent were contacts in the home and 
outside the home. 
Another set of ten very suspicious cases were set 


aside to be closely followed. See Table III. 
Tasie I1I—Very Suspicious Cases 


Contact 
Familial 


Case 
No. Age 
15 


Contact 
Not Familial 


Case 

No. Age 
15 
18 
20 
15 
15 
13 
16 
19 
16 
16 

The noteworthy fact about the very suspicious 
group is the fact that only one of the negroes ad- 
mitted contact and this was non-familial. This is 
also true of the positive group. The reason probably 
is the lack of knowledge of the colored children or 
their elders of the causes of illness and death among 
their people. 

Out of the remaining 220 strongly positive tuber- 
culins, 121 were white, and ninety-nine colored. 
There were thirty-six white contacts in this group 
and only fourteen negro contacts. The discrepancy 
in colored contacts is explained above. 


Sex Race 


we 
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The cost of this survey was remarkably small, 
The actual cost would be difficult to determine since 
a part of it was absorbed in the routine expenses of 
the State and County-paid Health Officers, Nurses 
and Roentgenologists. The total known outlay was 
about five hundred dollars and the total expenditure 
considerably less than a thousand dollars. 

The results are certainly encouraging. A teacher 
with positive tuberculosis was discovered and as a 
possible focus will be eliminated. The school chil- 
dren with positive cases were found at a time when 
they can be followed and adequately cared for. A 
clue to known contacts was discovered and future 
thorough investigation and case search may be made 
in this direction. As a side issue, poor dental hy- 
giene, upper respiratory pathology and heart in- 
volvement could be discovered and treatment ad- 
vised through the family dentist and physician. 

The good health and money saved by the dis- 
covery of these cases is incalculable from a stand- 
point of possible future contacts that might result 
if these cases were allowed to advance to productive 
tuberculosis and from the standpoint of their own 
possible future morbidity and mortality. It is signifi- 
cant to note the high contact rate among the defi- 
nitely positive cases, as well as in all the positive 
tuberculins which was 24.8 per cent. 


Comment: Tuberculosis in the teen age is appar- 
ently on the increase, certainly among the females. 
It cost approximately a thousand dollars a year in 
this state to treat a well-advanced case of tubercu- 
losis. The survey as made, costs a little over a dollar 
a person, If through such a survey as this, one 
person in each thousand examined could be saved, 
it would more than pay the cost. We strongly recom- 
mend and urge that each community arrange where 
possible to examine its high school children once 
a year. It will prove to be of great economic value 
as well as a health protection to the community. 


Conclusion: A survey for the finding of tuber- 
culosis among school children has been presented. 
The results we believe demonstrate clearly what can 
be accomplished by this type of work and are cer- 
tainly most encouraging. We believe that this is 
the logical method of attack on tuberculosis and 
with minor alterations for a given situation is gener- 
ally applicable. We would like to see more surveys 
of this sort carried out in Virginia where the in- 
cidence of the disease is known to be high. 
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ENDOCRINE THERAPY—ITS RELATION TO OPHTHALMOLOGY 
AND OTOLARYNGOLOGY.* 


H. Grant Preston, M. D., 
Harrisonburg, Virginia. 


Our patients’ apparent major pathological defects 
do not always form the greatest problems of our 
medical practice. A diagnosis is of first importance, 
and, after it is made, the problem becomes ordi- 
nary and loses much of its formidableness. It is, 
therefore, the patient with the indefinite, functional 
type of symptom complex which affords us the great- 
est difficulty in our work. These patients often 
have a real problem and continue to suffer because 
we fail to locate the underlying dysfunction. They 
become embarrassed by the repeated, futile efforts 
made by us to relieve them and are really a bore 
and a drudge in our routine practice. Even their 
constancy fails and they leave us for the more 
sympathetic attention of the charlatan. We have 
given them up as hopeless, and usually the term 
neurotic is applied to account for our failure and to 
cloak our ignorance. 

The few past years have seen a great change in 
the specialist. 
specialization or limiting one’s knowledge to his 
specialty alone. Happily, especially in otolaryngol- 
ogy and ophthalmology, the organs of special sense 
are no longer viewed as isolated organs, but as 
highly specialized end-organs of the central nervous 
system. As such, they are directly dependent on 
the rest of the body. Metabolism, elimination and 
food and fluid intake play a great part in their 
health and disease. As we learn more of the 
autonomic nervous system and endocrine physiology 
we shall know more of health and disease in our 
special field of endeavor. 


There was grave danger of over 


It is the specialist’s duty to diagnose any case 
which comes to him, rather than to merely recognize 
that its treatment does not belong in his immediate 
field. To do this, we must take careful histories, 
including personal questions such as might bring to 
light menstrual disturbances, sexual abnormalities, 
pregnancies, etc. 


In recent years the study of the physiology of the 
ductless glands has unfolded a maze of apparently 


*Read before the Virginia Society of Ophthalmology 
and Otolaryngology, at Staunton, Va., May 8, 1937. 


contradictory ideas and facts. Out of this confu- 
sion has come some apparently well established and 
accepted views, which are borne out by experiments. 
At this time it would seem wise to briefly state some 
of the best established theories. 

The thyroid gland’s chief function is to increase 
the oxidation processes or metabolism of the body. 
Thereby, all bodily activities are affected by the 
state of the thyroid function. While the graver 
dysfunctions of the thyroid are known, it is to be 
expected that further knowledge will lead to an 
understanding of many lesser disabilities, not now 
recognized as due to thyroid dysfunction. It seems 
entirely logical to me, too, that the metabolic rate 
may also vary from slight to a marked increase or 
decrease. It seems that the arbitrary setting of 
plus ten and minus ten as normal is only justified 
as an error of the method of taking it rather than 
to consider it normal. This is especially true of low 
minus readings, because few, if any, extraneous fac- 
tors cause a lower reading, while excitement, lack 
of rest, emotion, etc., may increase, the reading. It 
has been my experience that small minus readings 
with other slight signs of thyroid deficiency may 
be relieved by thyroid therapy. It is with these 
slight dysfunctions that this paper is chiefly con- 
cerned, and in the absence of definite proof of these 
statements it is hoped that your further study will 
be stimulated. 

Iodine is stored in the thyroid. Iodothyroglobulin 
is the true hormone and thyroxine is its chemically 
active principle. An increase of this hormone in the 
blood causes symptoms of hyperthyroidism with in- 
creased metabolism of fats, proteins, and carbohy- 
drates, with an increase in excretion of minerals, 
especially calcium and magnesium. 

The thyroid consists of (1) Chief, or actively 
secreting cells and (2) Colloid, or the collapsed or 
spent cells. In the normal thyroid the chief cells 
predominate, but their number varies directly with 
the secretory activity of the gland. 

When the thyroid tissue is insufficient to produce 
sufficient thyroid hormone, hypertrophy takes place 
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in the gland. This is true whether the insufficiency 
is caused by reduced iodine intake, increased de- 
mahds of body, or partial thyroidectomy. When the 
secretion becomes sufficient, the gland returns to the 
quiescent colloid or physiologically normal stage. 

With hyperplasia, there is less iodine in the 
thyroid and this results in hypersecretion to renew 
the store. Functional hyperplasia indicates relative 
or absolute iodine deficiency, while the colloid goitre 
is the physiologically normal stage of recovery and 
rest. 

Feeding iodine increases the store of iodine in the 
thyroid gland. Fish increases the store and meat 
diet reduces it. The iodine store is also lowered 
in the Spring and increased in the late Summer. 
Calcium diminishes the thyroxin action. In the 
Valley of Virginia there is much calcium, little fish, 
and a heavy meat diet is eaten. Possibly this ac- 
counts for the hypertrophied glands prevalent and 
the large number of low thyroid cases seen in the 
writer’s practice. 

Interrelation: There is a thyrotrophic hormone 
secreted by the anterior lobe of the pituitary gland 
which stimulates the thyroid. By thus stimulating 
the gland, the iodine store is reduced, the blood 
iodine and the metabolic rate increased, as well 
as increase in excretion of calcium and creatinin. 
Exophthalmic géitre may result if stimulation be 
carried too far. If the thyrotrophic hormone is dimin- 
ished, hypothyroidism, or Cull’s disease, results. 
This mechanism is very delicately balanced, a de- 
ficiency of thyroxin in blood stimulating the pitui- 
tary to put out more thyrothrophic hormone. As the 
demands of the body for this are supplied by in- 
creased thyroxin, the anterior pituitary activity is 
decreased. The thyroid can be stimulated only by 
the pituitary produced thyrotrophic hormone. 

The thyroid is also related in action to the sex 
glands, thymus, liver, adrenals, etc., but this is 
probably due to the effect of the thyroid on the 
pituitary which, while putting out more thyroxin, 
also puts out hormone which stimulates these glands. 

From the foregoing it seems clear that varying 
stages of thyroid activity determines the amount of 
thyroxin secreted. Symptoms of hypo- or hyper- 
activity in turn vary directly with the amount -of 
this substance in the blood. 

With hyper-activity of the gland, whether due to 
low iodine intake or over secretion of the pituitary 
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produced, thyrotrophic hormone, the symptoms \ iry 
from quickened pulse, nervousness, slight tren.or, 
slight rise in blood pressure, eye muscle, imbala ice 
and globus, to those of the more severe exophthal:nic 
goitre. 

In hypo-activity the symptoms and signs are very 
complex and may mildly resemble the hyper-type. 
They vary from nervousness, increase in weight, 
dry and scaly skin, brittle hair, tiring on slight 
exertion and menstrual irregularities, to those of 
severe myxedema and cretinism. Worry over trivial 
matters and depression, palor (frequently due to 
secondary anemia), and tendency towards obesity. 

Fullness of the ears, with or without tinnitus or 
vertigo with deafness simulating a mixture of con- 
duction and perception dysfunction, is often seen. 
These cases seek the aid of the aurist first as the 
ear symptoms bring forcefully to the patient the 
fact that something is wrong. These cases may or 
may not be forerunners to more serious otosclerosis, 
and usually occur in young adults, especially women. 
Their whole register seems to be affected. 

Disturbances of occular muscle balance, espe- 
cially convergence insufficiency with eye strain symp- 
toms when only a small refractive error exists, is 
a picture frequently seen in thyroid insufficiency. 

These signs and symptoms vary markedly in 
severity and it is wise to emphasize again the neces- 
sity of a careful history to bring them to light. 

The mucosa of the nose is often dry and plastered 
with secretion and the patient may have very little 
resistance to colds. Vague neuralgic like pains 
about the face, especially upper maxilla and post- 
auricular, are associated. 

Tinnitus and middle ear deafness, especially in 
middle aged and older people are often relieved 
by iodine therapy. In my hands potassium iodide 
has proven of great help. This might be associated 
in some way to low production of thyrotrophic hor- 
mone by the pituitary gland. 

Treatment: It seems wise to refer these cases but 
often a little thyroid, as small doses as 1% gr. t.i.d. 
to test out tolerance, is of use. Iodides have been 
mentioned. 

A case which will illustrate graphically a mild 
thyroid deficiency follows. Mrs. L. B., a young 
married, woman, had symptoms as follows: Tachy- 
cardia, palpitation, tendency towards stoutness, full- 
ness of ears, and feeling of slight deafness, neuralgic 
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pain- in face, neck, and hands, irregular and pain- 
ful menstruation. B. M. R.-20. Small doses of 
thyroid immediately relieved the ears, and helped 
general nervousness and menstrual disturbances. 

Mrs. M. W., thirty-four years of age, married 
twelve years, no pregnancies, low libido. Tendency 
to be fat and very nervous. Marked symptoms of 
eye strain and many refractions by many oculists. 
Glasses changed (only slightly) every six months. 
Ears stopped up and deafness of varying degrees. 
Loss of both upper and lower tones. Ears cathe- 
terized hundreds of times. Very nervous and com- 
plains continually of physical discomfort. Terrible 
nuisance after years of treating with no results. 
Vague pains in throat, neck, face, and headaches 
frequent. Basal metabolism, minus 8. Thyroid ex- 
tract given. No more ear treatments, less deaf pa- 
tient thinks, and apparently some improvement. 
Wearing same glasses given two years ago. No 
headaches. Seldom complains, but does sometimes. 

The Pituitary Gland: We have spoken of the 
stimulating action of the pituitary on the thyroid, 
and the probability that it exerts a similar action 
on the other ductless glands. 

Acromegaly and dwarfism are extremes of pitui- 
tary dysfunction, but, as we learn more of its 
physiology, other minor signs of dysfunction will 
probably be relieved by pituitary therapy. 

We are familiar with bitemporal hemianopsia as- 


sociated with pituitary tumor. Loss of accommoda- 


tion is often severe and periodical headaches, espe- 
cially in women, are frequent symptoms of dys- 
function. Loss of hair and impotence are promi- 
nent symptoms in men, while severe menorrhagia may 
be present in women. 

Antuitrin-S may be used in many of these cases 
to an advantage, but often must be incorporated with 
one or more other glandular substances, depending 
on the symptom syndrome. 

Case Report: Mr. C. H., age twenty-five, a well- 
developed man of muscular build who labors on 
road, has been impotent for about one year. Has 
found it necessary to change glasses frequently, and 
eyes are very uncomfortable with strain. Has to 
hold work further away, and has trouble focussing 
on close work. Has been losing hair for about two 
years. No tendency towards obesity. Examination 
essentially negative except concentric contraction of 
both fields for form. Presbyopia amounted to one 


dioptre. X-ray shows evidence of tumor in region 
of sella turcica. Antuitrin-S has been of marked 
help to this patient. 

Adrenal Glands: Adrenal deficiency has been 
studied chiefly in Addison’s disease. Loss of sodium 
chloride, dehydration, hypoglycemia, muscular weak- 
ness, hypotension, local neurologic symptoms such as 
aphasia and confusion are frequent symptoms. There 
is some evidence that immunity to infections is 
diminished by lowered adrenalin secretion. Too 
little is known of the physiology of this gland to 
state definite indications for therapy, but today cor- 
tin is being widely advocated for many symptoms, 
especially weariness and hypotension. 

There is evidence that adrenalin is of value in 
the treatment of myopia. The instillation of several 
drops three times daily has seemed to me to be of 
value in the myopias which tend to increase about 
the age of puberty. 

Adrenalin is also of use to reinforce the action 
of atropine, when we want quick and active dilata- 
tion of the pupil. 

Its use in allergic cases and their eye, ear, nose 
and throat sequelae, is generally recognized and 
need only be mentioned here. 

Parathyroids: These glands are active chiefly in 
the metabolism of calcium and phosphorus. Bone 
and teeth calcification depend upon them. 

The ionic calcium in the blood serum serves to 
control the varying normal degrees of nerve irri- 
tability and that of both voluntary and involuntary 
muscles. This nerve irritability manifests itself 
from slight twitching, of which the facial tics of 
children may be a part, to general convulsions. 

The clotting time of the blood is materially af- 
fected by calcium deficiency and often it is wise to 
combine calcium and parathyroid therapy. 

In calcium deficiencies the symptoms vary from 
slight changes in the teeth with loss of enamel, sus- 
ceptibility to colds and sinus troubles, increased 
nasal secretions, to marked deformities and softening 
of skeletal bones. 

Ovaries: The menopausal symptoms will be dis- 
cussed briefly and its interest to otolaryngology em- 
phasized. 

The menopause is the result of the withdrawal of 
ovarian influence on the rest of the body as a whole. 
It is probably caused by an increase of Prolan-A 
production. It should be borne in mind that other 
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glands may be in a state of dysfunction during the 
menopause and these should be considered in any 
tréatment planned. The menopause usually occurs 
‘between the ages of forty to fifty and the chief 
symptoms are cessation of menses, vasomotor and 
nervous symptoms, psychic disturbances, anatomical 
changes, and diminished libido. 

1. Cessation of menses is the rule, but early in 
its onset flooding and irregularities are not uncom- 
mon. 

2. Vasomotor symptoms are often distressing and 
occur in about 75 per cent of cases. Hot flashes, 
sweating, fainting, dizziness and feeling of fullness 
of head are frequent complaints. Globus is often 
present but is probably more often seen in cases 
where the thyroid is also affected. 

3. Nervousness is nearly always admitted and 
symptoms of paresthesia in various places is common. 
Pains along the lateral pharynx is frequent and 
often, following tonsillectomy about this age, be- 
comes distressing. Nothing or only slight conges- 
tion of the lateral pharynx is seen. Pain in gums 
and difficulty in fitting plates in these patients’ 
mouths is a problem. Post-auricular pains and pains 
in extremities are often mistaken for rheumatism, 
and teeth and tonsils are often unnecessarily sacri- 
ficed. 

Numbness, sensation of cold and crawling sensa- 
tion in the extremities, especially the fingers, are 
frequent. Stiffness of hands and knees are often due 
to ovarian insufficiency and are frequently relieved 
by substitution therapy. 

4. These patients are often psychically disturbed 
They are emotionally unstable and burst into tears 
with little or no cause. Their character may change 
with increased irritability and excitability with 
worry about trivial matters. Apprehension and de- 
pression are distressing symptoms and patients be- 
lieve they are going crazy. Suicidal tendencies oc- 
cur often and those cases with delusions should be 
carefully watched and cared for. Worry over in- 
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significant things, not considered before, is «ften 
admitted by the patient. 

5. Anatomical changes, retrogression and atr phy 
of ovaries, uterus, external genitalia, breasts, and 
increase in body weight are usually seen. Sexual 
desire may diminish, but also may remain same or 
increase. 

Treatment: Sedatives as bromides and _ barjitu- 
rates. Estrin in form of theelin. X-ray of anterior 
pituitary gland kills castration cells. 

Case Report: Mrs. C., forty-four years old, still 
menstruating but irregular for first time.  Oc- 
casional hot flash and irritable, although of phleg- 
matic nature. Tonsils removed three years ago 
and felt as if never healed. Feeling of discomfort 
on swallowing and scratchy feeling in pharynx. 
Treated continuously and said to have had some 
infection. Tonsils out cleanly; pharynx normal, 
but lateral pharyngeal walls slightly congested on 
both sides. Little scar tissue. Nothing to treat. 
Theelin used and relieved entirely with help of 
general symptoms. No other treatment given. 


SUMMARY 

1. The fact is emphasized that minus B. M. R. 
should be repeated or therapeutic test applied, for 
no extraneous causes lower it. 

2. The importance of including gynecological and 
sociological questions in our histories is emphasized. 

3. Fullness in ears, with deafness, often simulat- 
ing early otosclerosis should stimulate us to more 
complete study of these very early cases which can 
frequently be relieved by endocrine substitution 
therapy. 
_ 4. Vague pains about face, teeth, and neck are 
often relieved by endocrine therapy. After clean 
tonsillectomy in women about forty years of age, 
pain in pharynx is often a persistent symptom, re- 
lieved by theelin or other attention to menopausal 
dysfunction. 
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WHAT MEDICAL AND PSYCHIATRIC FORCES CAN DO TO 
REDUCE CRIME.* 


Davin C. Witson, M. D., 
University of Virginia, 
Charlottesville, Virginia. 


The time allotted to this essay indicates that the 
simplest presentation of medical and psychiatric 
data applicable to the present situation in Virginia 
is desired. In the discussion of crime the terms 
medicine and psychiatry are synonymous, as psy- 
chiatry is that part of medicine concerned with ab- 
normal behavior; therefore, any medical considera- 
tion of that species of abnormal behavior known as 
crime would be classed as psychiatric. The two 
terms will be used interchangeably. The aid that 
medicine or psychiatry can give in prevention will 
have one of the following characteristics: it will be 
educative; it will be diagnostic, or it will be thera- 
peutic. Therefore, the following suggestions from 
the great mass of psychiatric material dealing with 
crime will be presented in this order. 


For many years medical men have recognized 
crime as a form of disease and have sought to apply 
the methods of analysis used in the sick room to the 
diagnosis and treatment of the criminal. Certainly, 
inti-social behavior arises from a mixture of heredity 
and environment just as social behavior does and, 
therefore, a correct diagnosis and treatment of the 
criminal calls for a knowledge of these factors. 
Just as the abnormal personality reactions seen 
in some forms of mental disease arise from the in- 
ability of the individual to meet the demands of 
group life, so the anti-social disorders are expres- 
sions of the inability of civilized society to meet the 
needs of the individual. In mental disease the treat- 
ment of the individual is the most important point 
of attack and sociological conditions secondary, while 
in crime, unless there is also mental disease, socio- 
logical conditions are in greatest need of treatment 
and the individual secondary. 

Psychiatrists, therefore, as well as others, desire 
to spread abroad the fact that outbreaks in crime 
in any community signify one of two things; either 
that diseased sociological conditions exist in that 
community or that there are persons with mental 


*Presented before the Virginia Conference of Social 
Workers in Richmond, April 9, 1937. 


disorders who have not been properly handled. It 
is of no avail to try to hide social offenders from 
public view in penal institutions if nothing is done 
to correct the social condition that produced the 
crime, or to rearrange the behavior of the individual 
so that he can get along with the social order. To 
think that jail sentences or other forms of fixed 
punishment will cure a diseased social condition or 
a diseased personality smacks of the greatest of 
crimes; that of self-righteousness based on gross ig- 
norance. 

The first step in the medical education for the 
prevention of crime would be to make each com- 
munity realize that it has a part in each anti-social 
act. Its life for some reason has produced this be- 
havior, either because of a diseased society; or be- 
cause of an abnormal personality which has not 
been recognized to be properly treated, so is, there- 
fore, unable to adjust to a normal community life. If 
this fact namely that the type of society produces the 
type of crime is widely disseminated we can hope 
for greater interest, not in the presence or absence of 
guilt, but in the fundamental causes of the crime 
and also, in the character of the corrective measures 
taken. Certainly, the poverty of many of Virginia’s 
so-called criminals is the reason they are placed in 
that classification. Correction here does not call for 
punishment, but sociological change. We can hope 
also from such education that the courts of law will 
adopt some of the aspects of a clinic which will try 
to correct the diseased condition found, as well as to 
protect the rest of society. 

Second, from the point of view of education, as 
well as diagnosis, the psychiatrist would indicate 
that there are three groups of abnormal personalities 
that produce a large percentage of all misdemeanors. 
These -are the feeble-minded, the so-called psycho- 
pathics or emotional defectives and, third, those 
people with major mental disease In a recent survey 
of mental health in North Carolina it was estimated 
that there were 27,734 mentally defective white 
children in the schools of that state. This included 
only those with an intelligence quotient of seventy 
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or below. The same estimate would indicate that 
Virginia had 22,500 white school children of this na- 
ture. These children must be recognized and given 
“special care. Certainly, every school or school system 
with as many as fifteen feeble-minded should have a 
special class for the socializing of these individuals. 
If handled properly the upper grades of the feeble- 
minded, as well as the mentally handicapped with 
an intelligence quotient between seventy and eighty, 
can be made into useful citizens, or at least allowed 
to live their lives under supervision so that they 
can escape a criminal record. 

The psychopaths or emotional defectives, “the 
moral idiots” so-called, are another group that 
develop their anti-social attitude quite young and 
can be recognized by adequate psychiatric examina- 
tion. These persons also need special treatment and 
care. The majority should be removed from society 
and forced to live in institutions. A great number 
of chronic alcoholics and drug addicts fall into this 
group. It is entirely inadequate to commit these 


persons to State Hospitals for a few weeks or to 
give them short jail sentences. They should have 


prolonged psychiatric treatment and their sentences 
should be indeterminate. Many recidivists are of 
this character and, in many instances, they, like the 
chrenic alcoholics and the feeble-minded, should pass 
their lives under supervision. With proper psy- 
chiatric supervision of schools these defectives could 
be diagnosed in early childhood and a great deal of 
misery prevented. 

Finally, it has been shown that anti-social be- 
havior, minor offenses or major atrocities are most 
frequently committed by the mentally sick while 
in the incipient stage of their disease, while, after 
the disorder is fully developed, criminal behavior 
is rare. The manic-depressive is very irritable and 
quarrelsome in this preliminary stage and the case 
of dementia praecox is liable to commit unmotivated 
crimes of a serious nature. In the early stages these 
disorders are hard to recognize and it is difficult 
for untrained persons to realize that they exist. 
Here again, a medical profession which is psy- 
chiatrically minded can offer a great service by 
diagnosing these cases early so as to lead to a pos- 
sible cure. The courts also should give more at- 
tention to milder forms of mental disease as many 
of these individuals, while seriously sick, would 
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never be diagnosed as legally insane under prc sent 
conditions. 

Recently a study of cases of incipient dementia 
praecox was made in Germany. A group sent to 
prison was compared with one receiving medical 
care. Practically all those that went to prison con- 
tinued on into the chronic form of the disease, while 
the others either became arrested cases or recovered. 
This re-emphasizes the criminal behavior of Vir- 
ginia’s lawmakers when they allow so many men- 
tally sick to remain in jail even after their condition 
has been diagnosed. It has been illegal in New 
York State for fifty years to put the mentally sick in 
jail. Why is it legal in Virginia? 

Besides these definitely diseased or defective in- 
dividuals, there are a great many other potential 
criminals that can be recognized in the early stages 
and treated with some success by medical men. 
These are the emotionally unstable, the borderline 
mental problems, grouped among the neuroses, who 
are in the main socially maladjusted, but who need 
the care of social and psychiatric forces. Proper 
handling of these individuals would aid in the pre- 
vention of crime. 

Psychiatry then suggests for Virginia, first, a 
proper recognition in the school of mental and emo- 
tional defectives and that facilities for their care 
be secured; second, that the possibility of incipient 
mental disease be kept constantly in mind by the 
courts and the medical profession, and, third, that 
emotionally instability and maladjustments of minor 
degree be considered seriously by the medical as 
well as by the legal profession as a causative factor 
in crime. 

The disposal of the criminal after his arrest can 
hardly be considered prevention, yet the psychiatrists 
are so often concerned with the trial, the sentence 
and the course after discharge, that for years they 
have been working for a better method of handling 
this problem. The “battle of experts” has brought 
disgrace to the psychiatric profession; hence no one 
is more anxious to remove this anachronism than 
the psychiatrist. Dr. L. V. Briggs of Massachusetts 
in 1921 formulated the famous Briggs Act which 
has become the model for similar laws in many 
states. This Act makes automatic the psychiatric 
examination before trial by an unbiased commission 
of any persons indicted for a capital offense or any 
persons indicted or bound over for trial in the 
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Superior Court who has been previously convicted 
of a felony or indicted more than once for any of- 
fense. In Colorado whenever there is suspicion of 
mental disorder the patient enters the State Psy- 
chopathic Hospital for a period of observation. The 
passage of such legislation has been recommended 
by the Mental Hygiene Committee of the Medical 
Society of Virginia for the last seven years. 

In 1929 a joint committee of the American Bar 
\ssociation, the American Psychiatric Association 
end the American Medical Association considered a 
set of resolutions which were later adopted by the 
These were as follows: 

1. That there be available to every criminal and 
juvenile court a psychiatric service to assist the court 
in the disposition of offenders. 

2. That no criminal be sentenced for felony in 
any case in which the judge has any discretion until 
there be filed as part of the record a psychiatric 
report. 

3. That there be a psychiatric service available 
to every penal and correctional institution. 

4. That there be a psychiatric report on every 
criminal before he is released. 

5. That there be established in each State a com- 
plete system of administrative transfer and parole, 
and that there be no decision for or against parole 
or any transfer from one institution to another with- 
out psychiatric report. 


If Virginia is to have a successful parole system 
and if the people of Virginia are going to receive 
former criminals in their midst without prejudice 
sufficient to injure the value of parole, the resolu- 
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tions of the American Bar Association should be in- 
culcated into Virginia Law. 

The International Prison Congress held in Lon- 
don in 1925 stated that “the trial ought to be 
divided into two parts; in the first the examination 
and decision as to guilt should take place; in the 
second one the punishment should be discussed and 
fixed. From this part the public and the injured 
party should be excluded.” This seems to be an 
excellent suggestion, except that the word “punish- 
ment” should be changed to “treatment,” so that 
into this second part the judge could summon all 
the necessary agencies for the proper diagnosis and 
care of the individual. If to this we could add a 
really indeterminate sentence dependent on the 
judgment of a scientific board of review, a great step 
would be made toward a, perfect penal code. 

In conclusion and to summarize: psychiatry 
would attempt to obtain a different point of view 
toward the criminal. Society must recognize that 
crime is evidence of disease in itself or in the in- 
dividual so assume its proper responsibility. The 
legal profession must become the director of criminal 
clinics which analyze and treat the causes of crime. 
Next, psychiatry would urge that proper facilities 
be supplied for the early diagnosis and subsequent 
care of the feeble-minded, emotionally defective and 
the mentally sick. It is hoped that the laws of 
Vi-ginia will be so changed that the insane will not 
be housed in jails; that psychiatric examinations of 
criminals will be made before trial and, finally, that 
the whole peno-corrective system will employ psy- 
chiatric aid in accordance with the resolutions of 
the American Bar Association. 


“The saddest sight in life is the individual who 
doesn’t know how to live it.” That was the state- 
ment of a wise country doctor. I heard him make it 
the first time I saw him at the first medical meeting 


*Remarks made at a symposium of clergymen and phy- 
sicians at the request of Dr. Ben M. Rosebro (who died 
December 17, 1936), chairman, in a discussion of some 
of those conditions that tend to cause marital disharmony. 
St. James Parish House, Richmond, Virginia, eight P. M.., 
October 23, 1936. 


THE TRUTH—IN DIAGNOSIS AND IN THERAPY.* 


j.. 


Richmond, Virginia. 


I ever attended. He was small and ugly and neither 
intelligent-looking nor impressive in physical con- 
formation. But his epigram impressed me, and an 
intimate acquaintance with him for more than thirty 
years taught me that profound wisdom was housed 
within the skull of that family doctor who lived 
and laboured in the swamps of eastern North Caro- 
lina. Has that great truth been stated more succinct- 
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ly or more powerfully than by Dr. Cyrus Thomp- 
son? I know not where. 

I have no business here. I have the inclination, 
of course, as all other mortals have, to try to climb 
upon a pedestal and to try to play God by seeming 
to be wise and by telling those whom I think to be 
foolish how they should order their lives. I know 
of nothing, indeed, so comforting to my own egotism 
and so soothing to my soul as trying to play God. 
Our ears are deaf to the divine injunction: judge 
not. But we are constantly sitting in judgment, not 
only upon the conduct of our fellows, but also upon 
their motives. We say thereby that we can read 
their hearts. And in hearts we often find badness, 
we think, more often than virtue. Well, Socrates 
once took his disciples on a long walk in an effort 
to enable them to grasp his conception of the mean- 
ing of virtue. 


But before we can undertake to commune with 
each other about any problem we must first decide 
upon the meaning of the terms that we are to use, 
for it is a risky thing to use language. I know that 
I do not know what even a problem is, though the 
world seems today to be filled with them. But I 
have a vague etymological recollection that a prob- 
lem may be merely a projected intracranial formu- 
lation pitched into the crowd for the double purpose 
of creating confusion and of enlarging the pro- 
jector’s ego. I know of no better way of trying to 
impress the multitude with one’s intellectuality than 
by asking, with Websterian solemnity, a question 
that seems to be profound in its implications. A 
newspaper man in North Carolina in former and 
less complex days would occasionally discuss in his 
editorial columns with light solemnity, when times 
were dull, such hard nuts as: Why do a rabbit 
wobble its nose? When do a pup become a dog? 
In retrospect I think of him as a summertime sati- 
rist, just as I think of Alice as a year ’round satirist. 
I am certain that the immortal account of her varied 
adventures was never intended for the juveniles. 


It is a solemn thing to become too solemn and to 
create solemnity where it does not belong. But in 
that way ignorance tries to conceal herself. By such 
professional pomposity we physicians live—and such 
lives we live !—and we move and we have our being. 
What about my brethren of the cloth? I have little 
doubt that the Walrus and the Carpenter had just 
left a heavy and a boresome faculty meeting or an 
assemblage of the clerici or the stated monthly meet- 


[February, 


ing of the local medical society. As they stro'led 
both for forgetfulness and for oxygenation along 
the boundless expanse of sand is it little wonder 
that the interrogatory of the Walrus overwhelmed 
the lachrymal glands of the Carpenter? 


But the most important thing about life—and no 
one of you knows less about it than I—is to live it. 
I assert this stoutly in spite of any contrary opinion 
that might be proffered either by the obstetrician, 
who welcomes us into the world, or by the mortician, 
who dismisses us from it. They are not akin, 
though their names are alike, yet they still have too 


much to do with each other. Were we physicians, . 


all of us, less ignorant and more skillful, the mor- 
ticians would have the hard life they deserve. I 
feel no personal hostility towards them, and I ex- 
pect them to be the last mortals to render me a 
service. But it is more important to live life than 
either to make ingress into it or exit from it. 


We should encounter difficulty—certainly I 
should—even in presuming to formulate a concep- 
tion of that phenomenon called life in words that 
would be either comprehensible or acceptable to you 
or to me. I doubt, indeed, if anything worthy of 
thought can be either defined or understood. A defi- 
nition is only another unsatisfactory symbol. Our 
intelligences are small, and by their use we often 
merely confuse ourselves and bring embarrassment 
to our friends. But I think that even though life 
may be undefinable we may look upon conduct, 
without reference to its quality, as the manifesta- 
tion of life. 


And we are so enormously concerned about be- 
haviour—mostly that of others, and not our own— 
that we have little time left for thought about any- 
thing else. That statement may be wholly true. We 
may be interested fundamentally only in each other, 
and the most obvious thing about a human being is 
not her eyes or her golden hair or her perfect nose 
or her rounding breasts, but her behaviour. That 
latter all-embracing term includes, of course, her 
raiment, or lack of it, and all that she does or 
doesn’t, and how, from the first extra-uterine cry 
until the sounds of the falling clods and the “dust 
unto dust” commingle. I feminize the living organ- 
ism, because we masculines live and labour merely 
to make the eternal interrogatory possible. For with- 
out her we certainly cannot live. 

Though our simultaneous questions seemed to be- 
come entangled on the wire, the last item that my 


cerebration carried out of the verbal collision was 
that Dr. Rosebro would expect me to tell him and 
you how we may be able to live with her, and with 
the offspring, and they with their parents and with 
each other. I fear I failed in my effort to induce 
him to try to delimit my verbalizations to some- 
thing simple and circumscribed. But Dr. Rosebro 
had matrimony on his mind; that I remember dis- 
tinctly. He wanted to know how we might devise 
a mechanism by the use of which we might pick out 
from the cosmic herd those totally unfit to marry at 
all; and how we might be able to make fit for mar- 
riage some of those others not quite so impossible. 
And I bethought me of the reputed reply of my 
Lord Verulam, sometimes mistakenly called Lord 
Bacon, himself a married man of a year. To the 
young man who sought to find out the optimum age 
for marriage the world’s wisest man solemnly made 
answer: “A young man not yet, an old man not at 
all.” 


The longer I live the more I am inclined to be- 
lieve that wisdom cannot be verbalized. We see 
wisdom busily but silently and invisibly at work 
deep in the soil; in the depths of the sea; in the 
remote forests, and in the pitchy darkness of night. 
It guides and preserves and perpetuates by im- 
mortal mortality every living thing. But to most of 
those living objects we deny the possession of that 
attribute that we call intelligence. Yet the mute and 
the inarticulate possess some fully-formed wisdom 
that causes our knowledge to seem to be mere stu- 
pidity, and that quality we call instinct. We our- 
selves are richly endowed with instinctive urges, but 
most of them we are ashamed of, and against most 
of them we wage a perpetual and unceasing but 
losing warfare, through our religion, through our 
laws, and by means of our educational mechanisms, 
and through most of those other agencies with which 
so-called civilization curses or blesses us. Perhaps 
wisdom is, after all, biologic rather than psychic. 


I believe that most crime, so-called, arises out 
of the conflict betwixt man’s unsuccessful effort to 
subject himself to the demands of civilization, on 
the one hand, and to the contra urges of instinctive 
drives, on the other hand. I do not call it the flesh. 
I call it instinct. It comes to us, most of it, I doubt 
not, by direct inheritance from ancestors that were 
making use of it in preserving themselves and their 
progeny long before the dawn of the first intima- 
tions of civilization. We should be as willing to 
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know our instinctive inheritances, and our emotional 
qualities, as the medical student must be to know 
the materialistic structure of the human body. Our 
instincts are as old as the oldest portions of our 
bodies, and some portions of our bodies are much 
older than others. Instinct it is that keeps alive the 
child until intelligence develops, and in the final 
years, when intellect has often departed, instinct 
abides and patiently guards the slowly tumbling 
personal wreckage. I do not believe that God in- 
tends for us to despise any portion of ourselves, for 
we are His handiwork, and we are interrogatively 
discouraged from asking: Why hast thou made me 
thus? 


I think we can make a greater contribution to the 
great cause, whatever it may be, by attempting to 
understand both ourselves and others as we are, 
rather than by condemning others and ourselves. 
Condemnation generally calls neither for intelligence 
nor for courage, and it is seldom constructive. But 
we are probably afraid of ourselves—afraid to know 
ourselves as we are. I live in the constant convic- 
tion that the demands society makes upon our 
capabilities are often too great for our strength and 
endurance. We have made life too complex. I speak 
not of physical strength but of emotional and in- 
tellectual and moral and spiritual strength and en- 


durance. We are permitting our government to be- 
come so complicated that we can neither understand 
it nor endure it. Thought of government should be 
our minor and not our major concern. 

I assume that life affords most of us the oppor- 
tunity to attempt to gratify some innate hungers. 
There are few fundamental hungers. We instinc- 
tively crave food and drink and shelter and physical 
comfort and a home and sexual gratification and 
progeny and some possessions. The instinctive needs 
are few, and simple, but if they are not supplied the 
mischief is to pay. The state that we have created 
that we call civilization has. so extended and in- 
creased our needs that the catalogue of them is long 
and we have become enslaved by our artificial de- 
sires. Not infrequently the yearning for many of 
them is merely fabricated, and in imitation of some 
neighbor whose mode of life we consciously or un- 
consciously emulate. Most of us wear ourselves out 
in keeping up pretenses and in putting on airs. 
Natural behaviour has become so rare that it seems 
abnormal, and some phases of perfectly natural be- 
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haviour would undoubtedly cause the arrest of the 
individual. 


Quantum is often mistaken today for qualis. I 
think I am certain that the larger the student body 
is the better the university is thought to be; the bigger 
the hospital is the more afraid of it Death is thought 
to be; the more massive and elaborate the church 
is the more of His time God is supposed to spend 
in it. The truth of some of these beliefs I doubt. 
But we do live in a world of concealments. Speech 
is made use of largely to keep the truth covered up. 
The value of externalities was never before more 
emphasized. There is no longer demand for solid 
mahogany or solid walnut or solid oak. The veneer 
answers all purposes. We are taught from the de- 
velopment of consciousness to fabricate a front and 
to attend to outer aspects. Not long ago I dis- 
covered that our word personality comes by long de- 
scent from the name of the mask worn in their 
earliest performances by the primitive Romans. Such 
a mask they called persona. Later the term in- 
cluded reference to the actor behind the false-face. 
We make use of the word personality in differ- 
entiating mortals by their immaterial attributes. But 
we are so uncandid that it is difficult to estimate and 
to analyze those qualities. 


I have not forgotten why we are assembled here. 
I am mindful that we are concerned about the prob- 
able unfitness of certain individuals for the married 
state. The epileptics, I should say, most of them, 
had better not marry. Nor should the syphilitic or 
other venereal victims until thoroughly healed of 
the disease. The tuberculous, especially if a woman, 
should seek the advice of a specialist before she be- 
comes a wife. There are many other physical con- 
ditions that tend to make marriage a hazardous step. 

Man’s and woman’s being is not all flesh and 
blood and bone. The emotional structure, though 
invisible and impalpable and imponderable, is in- 
finitely larger than the physical structure, and much 
more easily traumatized, and infinitely more com- 
plex and sensitive and difficult to live with than the 
physical body. We are all more or less tyrannized 
over by our passions and prejudices and hates and 
fears and we are disturbed and distracted by our 
doubts and suspicions and anxieties and apprehen- 
sions and envies and jealousies and despairs and 
hopes. The Public Health forces devote all of their 
ministrations, it seems to me, to the physical body. 
They do not seem to remember that it is written: 
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man shall not live by bread alone. The immaterial 
attributes must be wholesomely nourished. I should 
infinitely prefer for myself a sound emotional struc- 
ture rather than a sound physical body, if I had to 
make a choice. The intellects of individuals seldom 
clash. Most of us have too little sense to make an 
intellectual collision possible. Physical combats |)e- 
twixt human beings are becoming rarer, except on 
the field of battle, even betwixt wives and husbands. 
Only fools fight physically, either individually or in 
warfare. But emotional collisions and catastrophes 
between individuals and betwixt groups are of in- 
creasing frequency. The increase in transportation 
and communication facilities makes such emotional 
clashes more frequent. We can be insulted, for in- 
stance, by a letter or a telegram or a telephone mes- 
sage or a radio pronouncement by an individual out 
of sight and far out of physical reach. And the 
printed page spreads the world’s doings before us 
several times daily. Our emotions are constantly 
harried and harassed. Through our own emotional 
mechanism we receive and by it we transmit. But 
who is competent to examine and to estimate the 
emotional endurance-possibilities of the about-to-be- 
married youngsters? I should dislike, indeed, to be 
burdened with the responsibility of having to say 
nay to them. But if marriage goes upon the rocks 
it is because the pair become emotionally and spiritu- 
ally worn out with each other. 


Good emotions are more productive of comfort 
and happiness than good sense is. Real intelligence 
is so rare that one might feel uncomfortably self- 
conscious if endowed with it. But through our 
emotions we come into contact with the emotions of 
others. Often, of course, we are in emotional com- 
munion with the dead—that is, if the attributes of 
a mortal ever die. Homer and Achilles and Hector 
and Andromache and Penelope and Moses and 
David and Socrates and Jesus are as much alive 
to me as Dickens and O. Henry and Jiggs and 
Andrew Gump and Emerson and Shakespeare and 
Eugene Field and Montaigne and Lippman and 
Douglas Freeman and Patrick Henry and Poe and 
The President and Al Smith and Mayor Bright. 
It may be merely transformation anyway, rather 
than death. 

My own notion is that the chief cause of discord 
and trouble in the home and outside of it and in the 
individual is lack of honesty. I do not mean the 
sort of dishonesty that causes one to steal or to 
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murder. I am speaking of honesty with one’s self. 
Perhaps that may be what intellectual honesty is. 
But one may be honest with one’s self without being 
intellectual. There is no more self-honesty, of 
course, save in little children and in some young 
people. None of us older people is intellectually 
honest. None of us has any interest in such honesty. 
We are only hoping that we may be able to hold out 
till the end, and that not even the undertaker may 
find us out as he enshrouds us. What minister 
preaches his own truth? What physician tells the 
truth either to himself or to his patient? What can- 
didate for office is interested either in knowing the 
truth or in disseminating it? And the word can- 
didate once meant snowy white, and pure, didn‘t it? 

I think I can believe that most marriages would 
last if the two members of the pair would firmly 
resolve from the beginning merely to try to be honest 
with each other and with others and not to expect 
too much of each other. And the people of the whole 
world would eventually become stable and busy if 
they would lay aside pretense and become simple 
and honest. But that is asking that we be quite 
otherwise than as we now are. I have never known 


greatness in a mortal without associated simplicity. 
Affectation is always a manifestation of fear, and 
fear generally means ignorance. We do not fear 


what we understand. The most eminent and the 
most respected citizen in Mark Twain’s Heaven 
had been, you remember, a blacksmith in east Ten- 
nessee. Napoleon lived in Heaven in isolated ob- 
scurity. I wish we could come down from our high 
horses and stop putting on airs and being puffed 
up and snooty and unnatural. It tires me out to 
put on airs myself and it wearies my bones. I 
should like to have done with it. Would you? 

I think such civilization as we have is mounted 
on wheels and is featured chiefly by movement and 
by pretense and affectations; but I think we should 
get down and walk a while for the benefit of our 
legs, and lay aside our braggadocios for the good of 
our souls. I have an idea that God is plain and 
simple and honest, and that if we are not that way 
we cannot be comfortable with Him. Hell must be 
the only place for those unfit for Heaven. The 
promise that we shall ultimately know the truth is 
not absolute,—kai gnosesthe—but it is conditioned 
upon our willingness to continue in His word. If 
we can ever become sensible again, and become in- 
terested in the development of character, then, I 
think, we shall find the world to be all right. And 
then the officials of the divorce courts can take a 
long holiday, and then most of the psychiatrists and 
many other physicians, too, can go into retirement. 


ROENTGEN RAY DIAGNOSIS AND TREATMENT OF OSTEITIS 
FIBROSA CYSTICA.* 


Won. P. Giime_er, M. D., 
Clifton Forge, Virginia. 


It is our purpose in this paper to limit the dis- 
cussion to solitary bone cysts and not to include the 
multiple forms of osteitis fibrosa. Due to present 
day custom of making frequent X-ray examina- 
tions these solitary cysts are found to be much more 
common than formerly reported, probably many of 
them not giving symptoms sufficiently impressive 
to call for an examination. 

The etiology of solitary bone cyst is unknown. 
There is little evidence either from the microscopi- 
cal characteristics of the lesion or from studies made 
from cultures to indicate that they are due to in- 
fection. Consistently normal blood phosphorus and 


*Read before the sixty-eighth annual session of the Med- 
ical Society of Virginia, at Roanoke, October 12-14, 1937. 


calcium findings oppose the view that parathyroid 
dysfunction may be a factor. So far no one has 
offered a satisfactory explanation for the occurrence 
of this lesion. 

The majority of solitary bone cysts occur between 
the ages of ten and fifteen years. The average dura- 
tion is approximately two and one-half years. 
About 20 per cent exist for ten years or longer. 
A lesion which has probably arisen in childhood 
may be accidentally discovered in later life. 

The majority of bone cysts are found in one of 
three locations, the upper end of the shaft of the 
femur, humerus or tibia. 

Briefly, the pathological process consists in a 
central destruction of the cortex by a growth of 
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fibrous tissue with little new bone formation and 
little expansion of the shaft. A variable amount of 
ossification takes place in this fibrous tissue, and 
this apparently originates from the cortical region 
of the shaft. The mass of fibrous tissue frequently 
contains cystic spaces. Microscopically, these cyst 


Fig. 1 April 18, 1935, tame cyst of 
haft of right tib 
walls are seen to consist of spindle cells and fibro- 
blasts with a considerable amount of clear inter- 
cellular substance. Osteoblasts and new bone for- 
mation also make up the picture. This process is 


taking place when the proliferating power of the 
bone cell is near its height and the whole picture 
is more nearly one of repair than of a destructive 


Fig. 2.—April 22, 1935. Left leg normal. 


process. This is also evidenced by the fact that 
the lesion tends to be self-limited. The persistence 
of the cyst is due to inability of natural process to 
collapse its wall. When this is done either by 
pathological fracture or operative procedure the 
lesion heals. 

A solitary bone cyst may give no symptoms or 
at least none of consequence. Pain, usually slight, 
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is found in some cases. Slight expansion of the 
shaft of the bone may occasionally be noted. The 
finding which most frequently leads to an examina- 
tion and diagnosis is a pathological fracture. About 
45 per cent of the cases of osteitis fibrosa are 
brought in on account of fracture. Deformity of 
the bone without actual fracture may also bring 
the patient to the physician. 

An X-ray examination of a solitary bone cyst 
shows central circumscribed destruction of medul- 
lary bone usually near but not invading the epiphysis. 
There is thinning with slight expansion of the 
cortex without perforation. This intact bone shell 
is important in placing the lesion in the benign 
class. Shadows of trabeculated bone may be made 
out in the lesion. Among the lesions to be con- 


Fig. 3.—October 23, 1935. Right leg, four 


months after completion of Roentgen ray 
treatment. Beginning ossification is noted. 


sidered when making a differential diagnosis we 
find giant cell tumor, gumma, chondromata, and 
multiple fibrosa cystica. 

A considerable amount of evidence has been 
brought out to indicate a pathological relationship 
between giant cell tumor and osteitis fibrosa. Some 
workers are classifying an intermediary group giv- 
ing findings characteristic of both lesions. It is 
probable that if we attempt to draw a definite line 
between the two, border-line cases will occur which 
will be difficult to classify. It is with the typical 
bone cyst that we are concerned in this discussion 
and this can be differentiated from giant cel! tumor 
with a fair degree of accuracy by the age of the 
patient, location of the lesion and X-ray findings. 
Solitary bone cysts occur most frequently in adoles- 
cence, giant cell tumor later in life. The cysts are 
located near the epiphysis but do not invade it, 
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while the giant cell tumor is usually in the epiphy- 
sis. The X-ray shows the giant cell lesion to be 
much more destructive in character and the ir- 
regularly expanded bony shell is often perforated. 

Gumma will seldom give marked difficulty in 
differential diagnosis; periosteal involvement with 
appropriate laboratory tests for syphilis will usually 
make the diagnosis clear. 

Chondromata are more frequently found in the 
small bones and are more finely multiloculated. 

The pathological process and X-ray findings in 
solitary bone cyst are identical with those found in 
Von Recklinghausen’s disease if a single lesion only 
is considered, but the multiplicity of lesions in the 
latter will easily differentiate the two. In addition 


| 


Fig. 4.—December 29, 1936. Right leg, eighteen 
months after treatment. Cyst almost com- 
pletely healed. 


to this the normal blood phosphorus and calcium in 
the case of solitary bone cysts will make the diag- 
nosis more certain. The lesion under consideration 
also gives none of the symptoms frequently found 
in hyperparathyroidism, such as polyuria, thirst, 
renal colic, etc. 

The Roentgen ray treatment of bone cysts will 
be discussed with the case report which follows: 

M. K., a white high school girl, fourteen years 
old, was referred for X-ray examination April 18, 
1935, on account of pain and slight swelling in 
the region of the upper right leg. Except for the 
local lesion physical examination and laboratory 
findings were essentially negative. There was noth- 
ing of significance either in the family or personal 
history. 

An X-ray examination showed an oblong area 
or reduction in density’in the shaft of the right 
of tibia about three inches from the upper end. There 


was some thinning with slight expansion of the 
cortex without any evidence of perforation. No 
fracture lines were noted. Shadows indicating 
trabeculated bone formation were noted in the area 
of decreased density. Examinations of other long 
bones and chest were negative. A diagnosis of 
solitary bone cyst was made, and Roentgen ray 
therapy advised. No other treatment was used 
except that the patient was placed on crutches to 
decrease the possibility of pathological fracture 
and an appropriate dietary regimé including cod 
liver oil, was given. 

The Roentgen ray therapy was applied locally. 
The parathyroids were not treated as there was no 
evidence of hyperparathyroidism. The treatments 


Fig. 5.—July 17, 1937. Right leg, two years 
after treatment. Lesion healed. 


consisted of three series of two treatments each, 
the series being given at monthly intervals. At each 
treatment 175r units with a wave length of 0.150 Au 
were given. 

X-ray examinations of the involved bone have 
been made at intervals over a period of two years 
and slides made from these will be used to show 
evidence of ossification of the cyst. It was three 
months after beginning treatment that definite evi- 
dence of ossification could be demonstrated by X-ray, 
but symptomatic improvement, as evidenced by re- 
lief of pain, began considerably earlier. Later 
plates, made one and two years after treatment, 
show practically complete ossification of the lesion, 
and from every standpoint the patient has made a 
satisfactory recovery. 

The possibility of spontaneous healing cannot be 
entirely ruled out, but the very early relief of pain 
and relatively rapid recalcification of the lesion 
after Roentgen-ray therapy would seem to indicate 
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that this method of treatment was definitely helpful 
in this case. Experimental work has fairly definitely 
proven that moderate amounts of X-ray stimulate 
and accelerate ossification. Relatively short wave 
lengths were used because it is felt that the desired 
results are best obtained with this quality of rays. 

In this case no pathological fracture nor operative 
procedure could have played a part in healing by 
crushing the cyst wall. 


Discussion 

Dr. J. T. McKinney, Roanoke: I think Dr. Gilmer is 
to be congratulated on the excellent results he has obtained 
in the treatment of this fourteen-year-old child with soli- 
tary bone cyst. You will see he has limited his discussion 
particularly to solitary bone cysts. As brought out in his 
paper, this usually occurs in the first two decades of life, 
more particularly in the shafts of the femur, humerus and 
tibia. It is of great interest to surgeons to know that 
probably 50 per cent of solitary bone cysts can be cured 
by irradiation without operation. I have a similar case 
under observation which was referred by Dr. L. Clarence 
-Cohn, of Baltimore. This patient, a young girl seventeen 
years of age, was seen by Drs. Burnham and Neal, of 
Baltimore, in 1934, at which time a diagnosis of solitary 
bone cyst in the shaft of the tibia was made. She was 
given two X-ray therapy treatments and since no ossi- 
fication or deposition of calcium was noted at the end of 
a year, operation was advised. Dr. Cohn did a cauteri- 
zation and curettage and placed a number of bone chips 
in the cystic area. In 1936 this patient had a fall and 
fractured the tibia through the cyst wall. The fracture 
healed and complete recalcification of the bone chips and 
cystic area has taken place. 

Lantern slides of giant cell tumors of the scapula and 
upper end of the tibia were shown, with improvement 
following irradiation. In selective cases irradiation will 
give good results and should be tried before resorting to 
surgery. 

Dr. J. SHELTON HorsLey, Richmond: The paper pre- 
sented by Dr. Gilmer and the discussion by Dr. McKinney 
are both interesting. 

The diagnosis of bone tumors is often difficult and can- 
not be definitely made, at least in the early stages, without 
competent X-ray study. Probably the best work that the 
late Dr. Joseph Bloodgood did was to differentiate giant 
cell tumor from sarcoma and to show that it is not malig- 
nant. It is now termed giant cell tumor. Before he called 
attention to this condition many limbs were sacrificed by 
amputation. He showed that this tumor could be cured 
by local treatment, curettement and packing. Heavy X-ray 
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treatment given in competent hands also may cure many 
of these cases. The first applications are usually followed 
by intense reaction, and later bone forms. Not all of them, 
however, as Dr. McKinney has said, can be cured by such 
means. 

Very occasionally a tumor that is thought to be a giant 
cell tumor of the bone proves to be malignant and gives 
metastases, so this feature should be borne in mind, though 
it occurs only in exceptional cases. 

The late Dr. Wm. B. Coley was a great advocate of 
the toxins of erysipelas and bacillus prodigiosus (called 
Coley’s serum or toxin) in sarcoma, particularly in sar- 
coma of the bone. Dr. Bradley Coley, the son of Dr. Wm. 
B. Coley, believes Coley’s toxin is not efficient in osteogenic 
sarcoma, but is probably helpful in the Ewing type of 
sarcoma or endothelioma of the bone, and even then it 
should be accompanied or followed by X-ray treatment and 
probably by resection of the lesion. 

We are much indebted to these two gentlemen for 
bringing the subject of osteitis fibrosa cystica and giant 
cell tumor to our attention, for they are closely allied 
to the malignant type of bone tumors from which they 
must be differentiated in the early stage of the disease if 
cure is to be effected. 

Dr. Georce Duncan, Norfolk: Solitary bone cysts dif- 
fer from osteitis fibrosa cystica in that the former are due 
to local bone reaction and the latter is due to a glandular 
and metabolic disturbance. In osteitis fibrosa cystica 
one usually finds the symptoms of hyperparathyroidism and 
a resulting imbalance between the blood calcium and 
phosphorus, while in cases of solitary bone cysts no dis- 
turbance in the blood chemistry is found. 

Solitary bone cysts like the one demonstrated this morn- 
ing is a benign medullary tumor and is amenable to deep 
X-ray therapy, as Dr. Gilmer has. shown in this patient. 
However, the healing of this type of lesion by X-ray 
therapy usually requires many months or even one to two 
years. Also, if the cortex of the bone over the lesion has 
so expanded that it is very thin a spontaneous fracture 
may occur. While it is true that a fracture through the 
lesion may hasten its healing, the general practice now 
is to curette the cyst cavity and pack it with small bone 
chips. This procedure has met with better success in 
healing these lesions and materially shortens the period 
of repair. 

Dr. GILMER, closing the discussion: I wish to thank the 
members for their discussion. There was no evidence of 
hyperparathyroidism in the case reported. This possibility 
must always be considered when dealing with bone cysts. 

An effort was made to bring out the fact that giant cells 
are frequently found in bone cysts which are not true 
giant cell tumors. 
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EARLY DIAGNOSIS OF GASTRIC CANCER.* 


WrIGHT CLARKSON, M. D., 


and 
ALLEN Barker, M. D., 


Cancer of the stomach is responsible for about 
one-third of all deaths annually from cancer in the 
male. It is estimated that in the United States 
38,000 persons die each year from gastric cancer. 
It is an appalling fact that approximately 50 per 
cent of all these cases are far advanced, and there- 
fore inoperable, when first seen by the clinician. 
It is stated by some that 50 per cent are so far ad- 
vanced that even an exploratory operation is con- 
tra-indicated, but on this question opinion varies 
widely, as many surgeons believe that all cases with- 
out demonstrable metastases should be explored 
unless complicating diseases render surgery too 
hazardous. Granting that only 50 per cent of all 
cases warrant exploration, it is generally agreed 
that, of this number, the growth can be removed 
in only one-half. Thus it is seen that in only 25 
per cent of the patients with gastric carcinoma is it 
possible even to attempt a cure. Of this small group 
many suffer recurrences locally, and in _ others 
metastases had occurred which were too early to be 
discovered at the time of operation, but these later 
caused death. Consequently, cured cases of carci- 
noma of the stomach are almost unknown in the 
practice of the average physician, and one analyz- 
ing his experience with the disease, without at the 
same time considering the reasons for the high mor- 
tality observed, naturally assumes an attitude de- 
pressingly pessimistic. This is the reason for the 
often heard statement by laity and physicians alike: 
“Why operate, he will die anyway.” 

In spite of the appalling situation which now 
exists with regard to stomach cancer, it is conceded 
by those familiar with the diagnosis and treatment 
of malignant disease that early cancer is curable 
in the great majority of cases, and that this fact 
applies as well to gastric cancer as to cancer else- 
where. The problem then in cancer of the stomach, 
just as truly as with tumors elsewhere, is one of 
early diagnosis. It is also true that, excluding 
the skin, and perhaps those body cavities accessible 


*Read before the sixty-eighth annual session of the Medi- 
cal Society of Virginia, at Roanoke, October 12-14, 1937. 


Petetsburg, Virginia. 


to direct vision, cancer of the stomach is in the great 
majority of cases more easily diagnosed in its early 
stages than is cancer elsewhere. Roentgen appara- 
tus and technique have been perfected to the extent 
that the experienced radiologist is able to discover 
98 per cent of organic gastric lesions, and in most 
of these to differentiate between the benign and the 
malignant. In the doubtful cases, repeated observa- 
tions will usually reveal the true nature of the lesion. 

It thus becomes obvious that the only major prob- 
lem involved in the early diagnosis is one of getting 
the patient to submit to the proper examinations at 
the time the first warning symptom appears. This 
problem remains and will continue to remain with 
the family physician. He is the one from whom the 
patient first seeks advice, and his advice will be fol- 
lowed for the time being. Therefore, a patient, par- 
ticularly if over thirty-five years of age, who com- 
plains of gastric distress, no matter how trivial his 
symptoms may appear, places a great responsibility 
on his physician. His advice at this time will de- 
termine whether a diagnosis will be made early and 
a cure be made possible, or whether the early cancer 
will be permitted to progress to an inoperable stage. 
If he treats the symptoms lightly and prescribes 
treatment for “indigestion,” one more life is for- 
feited, and added to the already huge mortality of 
malignant diseases. The patient may eventually 
seek advice elsewhere and the proper diagnosis 
may be made, but too late to even offer a hope of 
cure. 

Unfortunately, the generally accepted clinical 
criteria for the diagnosis of stomach cancer are the 
late manifestations of the disease. Both the public 
and medical profession would profit if these criteria 
could be eliminated from every mind and from every 
textbook. If, instead, the public were educated to 
seek advice from the family physician when he first 
warning symptom appears, and if the physician 
would at once seek consultation with those physicians 
equipped for the proper studies, he would soon add 
to his experience the delightful knowledge of having 
made an early diagnosis of gastric cancer, thereby 
having made possible a cure—an experience too in- 
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frequently enjoyed by all of us. In the final analy- 
sis, such a happy situation will be made possible 
only after both the public and medical profession 
have become “cancer conscious”. The medical pro- 
fession itself must first become so. This accom- 
plished, it will be easy to educate a public already 
seeking knowledge of the first warning symptoms of 
cancer in various body locations. 


The highest incidence of cancer of the stomach 
occurs in the fifth and sixth decades of life, and 
the disease is almost twice as common in males as 
in females. It is important, however, to remember 
that it may occur at any age. It is a safe rule to 
follow that any patient, especially if over thirty 
years of age, who develops any gastric symptoms 
should be suspected of having cancer until otherwise 
proven. Those patients who have had gastric symp- 
toms over a period of years, but complain of symp- 
toms not before experienced, should also become sus- 
pects. 

It is generally believed by a large majority of 
the medical profession that gastric symptoms re- 
lieved by medical treatment are not caused by cancer. 
This one false impression has been responsible for 
the failure to diagnose early cancer in numerous in- 
stances. As stated by Horsley,! the symptoms of 
early cancer of the stomach almost always improve 
under medical treatment, and, as he says, any im- 
provement noted under such treatment should not 
cause a delay in the search for cancer. 


Unfortunately, early cancer of the stomach pre- 
sents no typical syndrome. Lahey, Swinton, and 
Peelen,? in an analysis of 195 cases observed over a 
seven-year period at the Lahey Clinic, reported the 
earliest symptoms as follows: Indigestion 70 per 
cent, anorexia 42 per cent, pain 30 per cent, weight 
loss 25 per cent, vomiting 28 per cent, dysphagia 
4 per cent, weakness 13 per cent, hemorrhage 4 per 
cent, mass in abdomen 1.5 per cent. The average 
duration of symptoms in their patients who at oper- 
ation presented an operable lesion was 8.1 months. 
From these figures it can be seen that even the oper- 
able cases could have been diagnosed much earlier 
had they been properly examined when symptoms 
appeared eight months before. 

The early symptoms of gastric cancer will vary 
in different individuals, but if one always bears in 
mind that any one, or any combination, of the above 
symptoms in an individual over thirty years of age 
should lead him to suspect cancer until otherwise 
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proven, and proceeds accordingly, he will have tie 
satisfaction of knowing he is helping solve the pro)- 
lem of gastric malignancy. 

It is a sad commentary on our profession that 
the great majority of patients, when the diagnosis 
is made, have had symptoms for months, and in 
many instances have heen treated for “indigestion” 
during the interim. It would hardly be an exagger- 
ation to state that at present nearly all of us whose 
practice takes us into the field of gastroenterology 
have one or more patients over thirty years of age 
with gastric symptoms who have not yet had a 
roentgen study of the gastro-intestinal tract. While 
it is true that many of these patients do not have, 
and probably will never have cancer, it is also true 
that we will never be able materially to lower the 
mortality of cancer of the stomach unless all these 
patients are subjected to a thorough examination, 
including roentgen study. The saving of a few of 
the group will well compensate for the additional 
trouble and expense borne by the others. 


It is unfortunate that as yet we have no serologic, 
biologic or other laboratory aids for the diagnosis 
of early cancer. The familiar gastric analysis prob- 
ably does more harm than good in that it often 
creates a false sense of security when free hydro- 
chloric acid is present. One forgets that the early 
carcinoma of the stomach does not destroy the acid 
secreting cells even though it arises in their midst, 
and that a carcinoma of the cardia may become far 
advanced without disturbing any of these cells. 
Such are the frequent observations of those who see 
many cases of gastric cancer. Therefore, absence of 
free hydrochloric acid, together with the other chem- 
ical changes expected in carcinoma, must also be 
placed in the category of the late signs of cancer 
of the stomach, and the value of the gastric analysis 
in the early detection is almost nil. For this reason, 
in any suspected cancer of the stomach roentgen 
examination should precede a study of the gastric 
contents unless one resolves faithfully not to permit 
the findings of the gastric analysis to influence his 
first impression. 


When every physician will advise his patient, at 
the first suggestion of gastric distress, to have a 
thorough examination, including above all roentgen 
study of the stomach, and when the early syndrome 
of stomach cancer is popularized, and the public 
made “stomach conscious,” we will have progressed 
a long way toward the reduction of cancer mortality. 
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Discussion 

Dr. J. SHELTON Horsey, Richmond: This paper on the 
early diagnosis of gastric cancer is extremely important. 
The murtality rate from cancer of the stomach is more 
than twice that of appendicitis. And yet cancer of the 
stomach can be cured in many instances if the diagnosis 
is made sufficiently early. Like appendicitis the only proper 
therapy is operation. Doctors Clarkson and Barker have 
emphasized this feature. The fact that each year there 
are about 38,000 deaths from gastric cancer should cause 
us to put forth our best effort to diminish this mortality 
rate. If even a few persons are killed by an airplane ac- 
cident or the sinking of a ship it receives front-page notice 
in the newspapers, but the fact that this enormous number 
of individuals die every year from cancer of the stomach 
attracts but little attention. : 

One of the chief obstacles to the early diagnosis of cancer 
of the gastro-intestinal tract is friendship. Because the 
doctor knows the patient well it is frequently difficult for 
him to believe that there may be something more serious 
to the stomach trouble or indigestion than merely a local 
functional disturbance. 

The treatment for cancer of the gastro-intestinal tract 
is excision of the lesion, and if this can be done in the 
early stage of the disease the chances for cure are excellent. 
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The chances of a permanent recovery, however, decrease 
with the advance of the disease. If physicians would be 
cancer-minded and consider every patient over thirty 
years of age, particularly a male patient, whom he treats 
for indigestion or stomach trouble without being able to 
demonstrate the cause of the indigestion, as a potential 
cancer case, the mortality from this disease will be greatly 
reduced. If, of course, the cause of a stomach complaint 
can be found and corrected, this ends the matter, but if it 
cannot be fully determined after a few weeks of investiga- 
tion and treatment the patient should be referred to a 
competent roentgenologist for full examination of the 
gastro-intestinal tract. If the lesion is in the duodenum 
the patient may be treated indefinitely by medical means, 
unless there is obstruction, perforation or hemorrhage, 
but if the lesion is in the stomach and is suspicious of 
cancer operation should be done as soon as possible. If 
it appears to be a peptic ulcer the patient can be safely 
treated medically for a few weeks and then should be 
checked up again both clinically and roentgenologically. 
If the progress is not satisfactory it is much safer to do a 
partial gastrectomy. 

It is only by bearing these facts in mind that we can 
cut down the mortality rate from cancer of the stomach. 
Partial gastrectomy in competent hands in early cancer 
has a very low mortality rate, and should not be confused 
with operations in the late stage of the disease. 

This paper is not only timely, but it is courageous, be- 
cause it calls attention in a very emphatic way to the fact 
that many patients with cancer of the stomach are per- 
mitted to go to an inoperable stage when a more careful 
examination by one who is cancer-minded could direct 
the patient to a roentgenologic study and probably detect 
the disease in the early stages, when operation would be 


curative. 


PLACENTA PRAEVIA.* 


Pierce Rucker, M. D., 


Richmond, Virginia. 


. 


Dr. Rudolph Holmes, who is responsible for the 
name “ablatio placentae,” tells of discussing the 
treatment of that condition with a young doctor who 
had decided views on the subject. He told Dr. 
Holmes that his experience led him to believe that 
all cases should be treated by Cesarean section. 
“And what has been your experience?” asked Dr. 
Holmes. “None” was the reply. As my views on 
the treatment of placenta praevia are at a variance 
with the commonly accepted ones, I hasten to 
qualify, as our lawyer friends say. My experience 
consists of 203 cases which occurred in 7,884 de- 


*Read at Tennessee Valley Medical Association and 
Post-Graduate Assembly, June 25, 1937. 


This is a high incidence rate, which is 
explained in part by the fact that when I was in 
charge of the out-patient service of the Medical 
College of Virginia I kept personal notes only of 
the complicated cases, and in part by the presence 
of a number of cases seen in consultation. 


liveries. 


The ancients called placenta praevia unavoidable 
hemorrhage, not a bad name, for hemorrhage is its 
only symptom and its chief danger. If time per- 
mitted it would be interesting to trace the changing 
views in regard to this condition. Portal (died in 
1703) showed that the placenta could be attached 
over the cervix. Before his time it was believed that 
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placenta praevia resulted from a prolapse of a nor- 
mally attached placenta. In the nineteenth Century 
it was the common practice to deliver the placenta 
manually and leave the baby to its fate. Such treat- 
ment was said to have been very successful in con- 
trolling the hemorrhage. 

To practical obstetricians the chief interest in the 
condition centers in its management. Prompt 
recognition is essential. Hemorrhage in the latter 
months of pregnancy should be considered to be 
from a placenta praevia until the presence of the 
placenta at or over the internal os is excluded. The 
hemorrhage comes without warning and is not ac- 
companied by pain. The bleeding in threatened mis- 
carriage is accompanied by pain and that of the 
ablatio placentae is usually accompanied by signs of 
toxemia and tenderness and a board like rigidity of 
the uterus. The diagnosis rests upon feeling the 
placenta, but this examination should not be under- 
taken until you have everything in readiness to cope 
with the situation should the bleeding start again. 
Even a rectal examination may excite a profuse 
hemorrhage. The immediate treatment should con- 
sist of elevation of the foot of the bed and a dose 
of morphin hypodermically. The vaginal pack 
that one often sees when the patient enters ihe 
hospital is worse than useless. It can not stop the 
bleeding. It may even make the bleeding worse and 
it certainly increases the chances of infection. If a 
hospital is available it is better to take the patient 
there soon after the initial hemorrhage. 

On admission to the hospital the patient’s blood 
should be typed and a donor located. This keeps 
the friends and relatives occupied and you may need 
the blood. The patient should be prepared for de- 
livery and a No. 5 Voorhees’ bag should be 
sterile, rolled up, and clamped with a bag clamp 
before one makes a vaginal examination. With 
those who prefer to do a Cesarean section, I have 
no quarrel. I believe it has its place, especially 
with an elderly gravida who is willing to run a 
little extra risk in order to increase her chances of 
having a live baby. The classification into central, 
partial and marginal, serves no useful purpose in 
deciding the best mode of treatment. In the first 
place it is impossible to tell whether the placenta 
is centrally implanted until the cervix is fully 
dilated. In the second place the very idea of a 
central placenta praevia frightens a great many 
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doctors and they do something in desperation that 
they probably would not do otherwise. Personally, 
as we shall see later, I have had more trouble with 
the marginal type than I have had with the central. 
Of my five fatal cases, four were marginal. 

If upon vaginal examination the placenta is felt 
one should proceed with the type of delivery that 
best suits the case, due consideration being given to 
the environment of the patient and the skill and 
training of the operator. In the exceptional case 
when the baby is at or near the age of viability one 
might wait several weeks, provided the patient is 
willing to run the risk of having an emergency 
operation under more unfavorable conditions. My 
last case was of such a nature, a thirty-eight-year-old 
multipara, who was due by Naegele’s rule on June 
22nd. At the sixth month she had a little bleeding. 
She came into the hospital on March 6th and exami- 
nation showed an uneffaced cervix that admitted one 
finger. I was unable to feel the placenta and I ac- 
cordingly sent her home. She bled slightly several 
times in April. On May 7th she had a painless 
hemorrhage and lost about a pint of blood. She 
again entered the hospital. This time I was able 
to introduce my finger higher into the lower uterine 
segment and could feel the edge of the placenta. 
The patient elected bed rest in the hospital. Three 
weeks later the cervix had thinned out and was 
about 5 cm. dilated. The membranes were ruptured. 
She promptly went into labor and three hours later 
had a boy that weighed 5 lbs., 834 ounces. The 
patient left the hospital with a live baby on June 
7th. 

The type of delivery that I have used in my 203 
cases is shown in the accompanying table. ‘The 
cases fall into three groups—those in which labor 
was induced by rupturing the membranes, the bag 
cases, and those in which labor started spontaneously 
and continued without any first stage operative inter- 
ference. There were sixty-four cases in this group, 
and twenty-three of these delivered spontaneously. 
Two were delivered with low forceps, one with mid- 
forceps, six by breech extraction, eight by Braxton- 
Hicks version, eighteen by version and extraction, 
and six by Cesarean section. This table illustrates 
the error in treating statistically small groups of 
cases. The fatal case in the Cesarean section group 
was practically a postmortem section, done in the in- 
terest of the child. I would like, however, to call 
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your attention to the fact that in the six Cesarean 
section cases three babies were lost. This only em- 
phasizes that at best the prognosis for the baby in 
placenta praevia is poor. In the spontaneous group 
two mothers died and twenty-four babies, a mortality 
of 3.1 per cent and 37.5 per cent respectively. 

Both sets of twins fell in the bag group, so that 
there were 115 mothers and 117 babies to be con- 
sidered. This group also included seven cases in 
which rupturing of the membranes failed. Three 
mothers were lost, a mortality of 2.6 per cent, and 
forty-eight babies, a mortality of 41 per cent. 

The last group in the table, twenty-two cases ap- 
parently gave the best results, no maternal death and 
a fetal mortality of 21 per cent. However, in seven 
instances rupturing the membranes failed to induce 
labor and a bag had to be used. One was a fatal 
case. If these cases be included the maternal 
mortality for this group would be 3.2 per cent and 
the fetal mortality would be 19.3 per cent. As 
means of inducing labor, rupturing the membranes 
works less well than in any other class of patients. 
In my hands it failed in over 22 per cent, whereas 
ordinarily it fails in less than one per cent. The 
explanation is that the presence of the placenta in 
the lower segment prevents the presenting part 
from making satisfactory pressure. The same thing 
explains why extra-ovular placement of the bag is 
superior to the intra-ovular. When the bag is 
placed between the cervix and the placenta, labor 
starts more promptly and dilatation proceeds more 
rapidly. The idea that the expansion of the bag in 
that position would cause greater hemorrhage is not 
borne out clinically. A number of years ago a 
patient demonstrated that—at least to my satis- 
faction. This patient was thirty-two years old and 
had had one previous pregnancy that had ended in 
abortion at four months. On account of her having a 
funnel pelvis I advised induction of labor at the 
thirty-eighth week. Accordingly she entered the John- 
ston-Willis Hospital May 26, 1923. The cervix was 
noted as being unusually soft. A No. 5 Voorhees’ 
bag was introduced. The patient felt a little faint 
and lost about one-half ounce of blood as I was in- 
flating the bag. This was the first bleeding that she 
had had. The bag was weighted. In six hours and 
forty minutes the bag was out of the cervix. It was 
deflated and removed. The cervix was fully dilated 
and was entirely covered over by placenta. I intro- 
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duced my hand to one side until I had passed the 
edge of the placenta, ruptured the membranes, and 
did an easy version and extraction. The total amount 
of blood lost, including that of the third stage was 
300 c. c. The baby, a seven pound girl, needed no 
resuscitation. The puerperium was uneventful and 
both left the hospital in good condition. 

I have since had a number of central praevias 
that I have treated in this way—with scarcely any 
greater loss of blood than in a normal case. The 
only difficulty is that one must remain with the 
patient so as to deliver her as soon as the cervix 
is dilated. Of the 115 bag cases, ninety-eight were 
extraovular placements. The labor in these cases 
lasted from two to seventy-two hours, with an aver- 
age of 11.9 hours. Seventeen were intra-ovular 
placements, and labor in these lasted from four to 
sixty hours, with an average of 22.1 hours. 


FataL Cases 

Case 1—Mrs. P. W. K., a mother of three 
children, thirty-two years old, was brought into John- 
ston-Willis hospital in an ambulance, October 3, 
1923. About a month previously she had had a little 
bleeding like a threatened abortion. On September 
25th she had had a severe hemorrhage and had been 
oozing ever since. Her blood pressure was 125/80. 
The uterus was hard and board-like. The fetal 
heart tones were feebly heard. A No. 5 Voorhees’ 
bag was placed and the bag was weighted. ‘The 
husband refused to be typed, and before a suitable 
donor could be found the bag was expelled. The 
patient was given 30 cc. of 2% novocaine solution 
into the sacral canal. This failed to produce anes- 
thesia, and the patient was given ether. An easy 
version and extraction was done. The third stage 
was uneventful. Estimated blood loss was 200 cc. 
Shortly afterwards the patient became ashy with 
blue lips and feeble pulse. In spite of stimulation 
the pulse disappeared at the wrist and finally the 
heart ceased to beat, although the respiration con- 
tinued for some time. The baby, a girl, made an 
uneventful recovery. Had this patient been given 
a blood transfusion, the outcome probably would 
have been different. 

Case 2.—This patient, a secundipara of twenty- 
two years, was seen in consultation shortly before she 
died. The following history was obtained: When the 
patient was seven months pregnant she had a ter- 
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rible hemorrhage, losing more than two quarts of 
blood. Her doctor brought her into the Memorial 
Hospital. When the bleeding stopped and he was 
unable to feel any placenta in the cervix, he let 
her go home. Fifty-five days later she began to 
bleed a little. This time the bleeding was accom- 
panied by labor pains. He again brought her into 
the hospital and when the cervix was fully dilated 
he delivered her by version and extraction. The 
edge of the placenta was felt at the uterine os. The 
mother and the baby did nicely for four days when 
the mother had a chill and a temperature of 104. 
He gave her one-half grain of bichloride of mer- 
cury intravenously. The temperature fell to 101 
but again rose to 104. When I saw her she was 
comatose. She died before a report was gotten on 
the blood culture. 

Case 3.—The patient was the mother of eight or 
ten children all of whom had been delivered by mid- 
wives. She was seen in consultation at the Shelter- 
ing Arms Hospital, having entered the hospital in 
labor. After several hours the pains stopped and 
she began to bleed. Her doctor packed her but the 
packing did not stop the bleeding. When I saw 
her no pulse could be felt at the wrist and her 
systolic blood pressure which was 140 on admission 
had dropped to 60. A thin stream of pinkish blood 
was coming through the packing. Dr. LaRoque did 
a section under infiltration anesthesia. The only 
blood seen at the operation was free in the lower 
uterine segment. The baby weighed fourteen pounds. 


Its heart was beating feebly, but he could not be 


resuscitated. The mother died on the table. The 
placenta was a praevia, but its variety was not 
noted. 

Case 4.—Mrs. J. E. P., a thirty-year-old primigra- 
vida, entered the Johnston-Willis Hospital, April 11, 
1931, on account of albuminuria and a rising blood 
pressure. Her expected date of confinement was 
May Ist. Blood pressure on admission was 160/100. 
The cervix was effaced but undilated. It was easily 
dilated with the finger and a No. 5 bag was intro- 
duced. The bag was weighted. The patient failed 
to go into labor and the next day the bag was re- 
moved. Examination at that time revealed the edge 
of the placenta. The fetal heart tones were good. 
On April 15th the patient went to the toilet (against 
orders) and while she was on her feet the cord pro- 
lapsed. The cord was pulsating. The cord was 
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cleaned with mercurochrome and put back into the 
uterus. As the cervix was only one finger dilated a 
No. 5 bag was placed. The uterus was very in- 
active and the cervix required sixteen hours to dilate, 
The bag was removed without deflation and a 
version and extraction was done. The baby, a 53 
cm. long male, was macerated. The mother’s tem- 
perature was 106 before delivery, but dropped to 
normal and remained so the rest of the delivery day, 
It was 100 on the second and third days and then 
rose to 103. She developed hiccough, dilatation of the 
stomach and finally a parotitis before she died on 
May 3rd. This case represents what our Phila- 
delphia friends would call errors of judgment. In 
the first place, the bag should not have been re 
moved; in the second place, the patient should not 
have been allowed out of bed; and, in the third 
place, the cord should not have been replaced within 
the uterus. 

Case 5.—A thirty-two-year-old primigravida was 
admitted to the Johnston-Willis Hospital, September 
7, 1935. The only thing noted on her preliminary 
examination was that she was over-weight. Her 
systolic blood pressure was constantly low, varying 
from 100 to 110. She was due on September 7th. 
On admission the cervix admitted the tip of the 
finger and was one-fourth inch thick. The mem- 
branes were ruptured and the patient was given castor 
oil (1 ounce) and quinine (grs.5). The patient bled 
a little all night. She was given six doses of pituitrin 
(2 minims each) hypodermically but had no pains. 
After eighteen hours a second vaginal examination 
was done. The cervix admitted one finger but was so 
high that I was unable to feel within the uterine 
cavity. A No. 5 bag was introduced. Within a few 
minutes the patient had a slight convulsion, became 
blue and the pulse could not be felt. Her blood 
pressure was 80. A warm blanket was applied and 
she soon recovered. At this time she was seen by 
Dr. VanderHoof in consultation. Her blood pres- 
sure had risen to 132/80. He was unable to ac- 
count for her attack but did not consider her con- 
dition alarming. The patient began to bleed as the 
cervix dilated. The bag was soon out of the cervix 
and was removed without deflation. The patient 
was given a little ether. There was a marginal 
placenta praevia and a version was done. ‘The 
patient stopped breathing. The anesthetic was 
stopped and artificial respiration instituted. The 
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patient responded promptly. The extraction was 
then completed without any further anesthetic and 
without great difficulty. The placenta was ex- 
pressed. The estimated blood loss was 600 to 700 cc. 
The vagina was packed tightly with sterile gauze. 
The patient was conscious and complained of not 
being able to breathe. Her veins were collapsed and 
empty and had to be opened with a scalpel before 
intravenous glucose solution could be started. She 
died forty-five minutes after delivery before much 
glucose solution had run into the veins. Dr. Vander- 
Hoof and I discussed this case at length and can offer 
no satisfactory explanation. Each of the attacks of 
syncope was associated with manipulation about 
the cervix. From the standpoint of placenta 
praevia, it is an example of the unresponsiveness of 
the uterus to the rupture of the membranes when 
there is a placenta praevia. 


SUMMARY 

A series of 203 cases of placenta praevia is 
analyzed. The gross maternal death rate was 2.46 
per cent. The gross fetal death rate was 32.68 per 
cent. The classification into central, partial and 
marginal placenta praevia serves no useful purpose 
from the standpoint of treatment. The marginal 
type may give one a false feeling of security and in- 
duce him to adopt an inadequate method of treat- 
ment. On the other hand, a central placenta may 
cause undue alarm and impair one’s judgment. In 
my experience, the marginal type has been equally 
as hazardous as, and more troublesome than, the 
central type. Except in two instances blood loss has 
not been a factor in this series. These should have 
been transfused. One was my error. The other 
was moribund when I first saw her. Infection 
played equally as important a role in the mortality. 
It was responsible for two deaths and a morbidity 
in thirteen other cases. For that reason I am opposed 
to a vaginal pack preliminary to transporting the 
patient to the hospital. If the cervix is as much as 
one-half dilated and there is no bleeding, the patient 
should be left alone until the cervix is fully dilated 
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and at that time labor should be terminated in the 
most conservative manner. If there is bleeding, or 
if the cervix shows little or no dilatation, the in- 
troduction of a No. 5 Voorhees’ bag is probably 
the best procedure. The extra-ovular placement is 
to be preferred. Rupturing the membranes is a 
poor way of inducing labor in placenta praevia. 


PLACENTA PRAEVIA 
Number -of cases 203 (colored 28, unmarried 11, twins 
2 sets). Ages ranged from 12 to 47 years, average age 
29.2. Multiparae 120 (59.1 per cent). Blood pressure less 
than 100, 10 cases; 100-149, 129 cases; 150-199, 19 cases; 
above 200, 3 cases. 


MopbeE or DELIVERY 
No. of Maternal Fetal 


cases deaths deaths 
23 0 9 
Breech extraction ________--_--__ 6 0 4 
Braxton-Hicks version ~_-----_-~ 8 0 5 
Version and extraction __________ 18 1 3 
Cesarean section —......____.... 6 1 3 
64 2 24 
Bag (115 cases) 
Spontaneous delivery __--__-_-- 10 0 9 
1 0 0 
Breech extraction _____________ 9 0 6 
Braxton-Hicks version ~_----_-_ 5 0 + 
Version and extraction ______-__ 88 3 28 
117* 3 48 
Induction of labor by rupturing 
membranes (24 cases) 
Spontaneous delivery ~--------~ 9 0 2 
+ 0 2 
Version and extraction ________ 1 0 1 
22 0 5 


Eclamptics, 1; infarcts placental, 28. 

Fetal deaths, 75. 

Length of child, 21 cm. to 59 cm. Average length, 
46.52 cm. 


*Two sets twins. 


Medical Arts Building. 
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LYMPHOGRANULOMA VENEREUM.* 


E. C. HAMBLEN, M. D., 
and 
G. H. Derteux, Jr., M. D., 
Department of Obstetrics and Gynecology, 
Duke University School of Medicine and Hospital, 
Durham, N. C. 


Lymphogranuloma venereum is a venereal dis- 
ease due to an ultra-microscopic filterable virus. Our 
present concept of this disease has been arrived at 
as a result of the work of Frei! in 1925 which made 
available a skin test for diagnosis, and through the 
work of Hellerstrém and Wassén? in 1930 which 
proved the disease to be due to an ultra-microscopic 
virus. 

At the present time we recognize various clinical 
forms of the disease to represent phases of one dis- 
ease rather than separate clinical entities. Thus, one 
considers tropical bubo, esthiomene, lupus vulvae, 
chronic elephantiasis and ulceration of the vulva, 
syphilome, and many cases of inflammatory stric- 
ture of the rectum as being different stages of 
lymphogranuloma venereum. 

The disease, as we now know it, was recognized 
first in the tropics as one characterized by chronic 
infection of the inguinal nodes. In 1865 Trousseau® 
observed and described such disease as occurring 
among the young Creoles of the Islands of Reunion 
and Maurice. Sheube® made similar observations in 
Japan and called the disease climatic bubo. The 
disease has been described variously as strumous 
bubo, subacute inguinal adenitis and tropical bubo. 
Nicholas Durand and Fazre® in 1913 gave a clinical 
and histologic study of a disease which they termed 
“subacute inguinale lymphogranulomatosis”; they 
did not apparently associate the condition which 
they described with tropical bubo. It remained for 
Findlay* in 1932 to present evidence that climatic 
bubo and lymphogranuloma inguinale as described 
variously were the same disease, and were caused 
by the same filterable virus. At the present time 
numerous terms are used to describe this disease; 
the most generally accepted and favored name at 
the present is lymphogranuloma venereum. 


Etiology: The disease is due to an ultra-micro- 


*Delivered before the Durham-Orange County Medical 
Society, Durham, N. C., November 13, 1936, and before the 
South Piedmont Medical Society, South Boston, Va., April 
20, 1937. 


scopic virus. Hellerstrém and Wassén? in 1930 re- 
ported their successful transmission of the disease 
to apes. They were able to show also that after 
such transmission an antigen could be prepared from 
the brain, cerebral spinal fluid or glands, and that 
this antigen would give a positive Frei test in the 
human infected with the disease. Since these studies, 
accounts of the transmission to most of the common 
experimental animals have been reported. There 
have also been described occasional accidental in- 
oculations with the resulting production of the dis- 
ease in the human. 

Incidence: The disease is said to occur much 
more commonly in men than women. Frei and Hoff- 
man® in 1917 found only 15 per cent of their fifty 
cases of lymphogranuloma venereum occurring in 
women. Hellerstrém*® in 1929 found only 4.3 per 
cent of forty-seven cases to occur in women. In this 
country DeWolf and Van Cleve’ reported in 1932 
the occurrence of the disease in only three women 
out of fifty-five patients, and these were of the 
colored race. It has been suggested that women are 
less susceptible to the virus than men. In the United 
States the disease is much more common among the 
negro male. However, in a recent small series col- 
lected by us of twenty patients with positive Frei 
tests, there were eleven colored females, three white 
females, two white males and four colored males. 

Pathology and Clinical Course of the Disease: 
Save for accidental inoculations in laboratories, 
the disease is acquired venereally. The incubation 
period is said to vary considerably. There is a vari- 
ation of from two days to three weeks following ex- 
posure until the appearance of the characteristic 
lesion. This primary lesion is quite small and often 
passes unnoticed. It is usually followed in ten days 
to three weeks by development in the regional 
lymphatic glands and in the adjacent connective 
tissue of a subacute or chronic inflammatory re- 
action and by the production in most cases of multi- 
ple small foci of suppuration. Later manifestations 
of the disease result from lymphatic spread. The 
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pelvic lymphatics may be involved with localized 
parametritis and fixation of the uterus. Lymphatic 
involvement of the external genitalia may result in 
elephantiasis of the vulva associated with ulceration, 
and may give the typical picture which has been 
described under the term esthiomene. Involvement of 
the rectal lymphatics and recto-vaginal septum may 
result in an inflammatory stricture of the rectum and 
recto-vaginal fistula. 


The primary lesion may take the form of a small 
herpetiform vesicle or ulcer which is often circular 
in outline and frequently no larger than a pinhead. 
The ulcer as a rule has clean edges and is sur- 
rounded by a reddened zone; there is only slight in- 
filtration and no true induration. The lesion is us- 
ually painless. A small amount of serum is exuded 
which upon examination shows no characteristic 
organism. 

The most common site for the primary lesion in 
the male is the coronal sulcus. It may be found, 
however, on any part of the glands or prepuce. In 
the female it occurs on any part of the vulva, but 
most commonly at the fourchette. In many instances 
the initial lesion is looked upon by the patients as 
a simple abrasion, and by the time they come under 
supervision because of adenitis, the primary lesion 
is often healed. In other instances the primary 
lesion may persist even after the bubo is well de- 
veloped. The primary lesion may be a papule which 
may be oval or circular and often shows a necrotic 
center. Occasionally, a small, hard elastic nodule 
may constitute the primary lesion. Usually this 
nodule contains a fistulous tract which exudes a 
sanguineous discharge. 


The adenitis in many instances and particularly 
in the female may be minimal and may pass un- 
recognized. The earliest symptom is that of stiff- 
ness or aching in the groin which is later followed 
by swelling. The first gland to become involved usu- 
ally belongs to the medial group of the inguinals. 
The adenitis may result only in swelling followed 
by regression and spontaneous healing, or it may 
progress to suppuration. As a rule the whole group 


of inguinal nodes is involved and forms an oval,; 


lobulated mass adherent to the skin, which takes on 
a purplish discoloration. The adenitis may be uni- 
lateral or bilateral. The proportion of cases in 
which the adenitis progresses to suppuration is not 
known. In our series two patients, both males, 
showed suppuration. As a rule, suppuration is ac- 
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companied by the formation of multiple fistulae 
which, when they are present, are pathognomonic of 
the disease. 


According to Barthels and Biberstein* and to 
Jersild,® who reviewed the studies of the lymph sup- 
ply of the male and female genitalia, the lymph 
nodal reactions of the disease are dependent upon 
the draining lymph supply of the parts affected. In 
the male the lymph drainage of the genitalia is 
primarily to the inguinal nodes; whereas, in the 
female only the lymph from the clitoris and external 
vulva drain into the inguinal nodes. The supply 
from the vaginal mucosa and the posterior vagina 
drain into the lymph plexuses about the rectum. 
Hence, one would expect involvement of the rectum 
and rectal stricture to be more common in the female. 
In our series there were six patients who showed in- 
volvement of the rectum, resulting in either recto- 
vaginal fistulae or strictures. All of these patients 
were colored females. In the two white females in 
our series who showed inguinal node involvement 
and who showed the primary lesion also, this lesion 
was found to occur in the region of the clitoris. 


Among the late manifestations of the disease is 
the so-called ano-rectal phase. This is more common 
among the females because of the peculiarity of the 
lymphatic drainage. As a rule, there occur small, 
flat and indurated lesions about the posterior four- 
chette or rectum which resemble condylomata lata. 
As these become conglomerate, multiple fistulae may 
occur, and as the lymphatic drainage is blocked and 
scar tissue forms, elephantiasis of the tissue and 
large rubber-like polypoid growths about the geni- 
talia develop. The infection progresses in instances 
and spreads about the rectum with production of 
induration and dense rectal strictures. Involvement 
of the recto-vaginal septum may result in recto- 
vaginal fistulae of large size. Involvement of the 
pelvic lymphatics may result in parametritis and 
uterine fixation. 


The involvement of the rectal and pelvic 
lymphatics may produce distressing rectal and geni- 
tal symptoms. Low-grade pelvic pain, backache, 
dyspareunia and pruritis are common symptoms. 

During the stage of invasion of the lymphatic 
glands constitutional symptoms such as fever, chills, 
sweats, anorexia, nausea, vomiting, weight-loss, 
lassitude and prostration may occur. Epistaxis and 
meningeal reactions with intense headaches which 
pass off in a few days have been described. A gen- 
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eralized adenopathy has been observed in a few in- 
stances. Splenomegaly and articular manifestations 
have occurred. Anemia is relatively common and 
. eosinophilia is observed frequently. 


Fig. 1.—Early primary ulcerative lesion situated to the left 
of the urethral meatus (Case I.) There was associated) 
bilateral inguinal adenitis. 


Diagnosis: The lack of induration and the ab- 
sence of any characteristic organism in smears from 
the initial lesion distinguish it from genital lesions 
of syphilis, chancroid, etc. When the lesion occurs 
within the urethra, it must be differentiated from 
gonorrhea in particular by the smear and culture, 
and a negative fixation test. From genital herpes it 
is quite difficult to diagnose in the primary stage, 


Fig. 2.—Perineo-ano-rectal phase of the disease. 


although Stannus* has noted that material from the 
herpetic vesicles when rubbed into the scarified 
cornea of the rabbit gives rise to a keratitis, while 
a similar material from a lesion of lymphogranu- 
loma venereum gives a negative result. 

A subacute inguinal adenitis without any obvious 
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cause always leads one to suspect lymphogranuloma 
venereum. If the adenitis has reached such a stage 
that there is a matted mass of glands with multiple 
fistulae, the diagnosis is practically assured. The 
bubo of lymphogranuloma venereum does have the 
Indian rubber-feeling of the satellite bubo of 
syphilis. It is not tender or painful as is the bubo of 
soft chancroid. Tuberculosis of the inguinal glands 
is difficult to diagnose differentially from lympho- 
granuloma venereum except by culture and staining 
methods. 

All patients who show inflammatory strictures of 
the rectum should be regarded with suspicion and 
should have the benefit of a Frei test. Elephantiasis 
vulvae and genito-ano-rectal syndrome or esthiomene 
are quite pathognomonic of the disease in this 
country. In the tropics the possibility of filarial 
disease must be borne in mind. 

The biopsy specimen of any of the lesions of 
lymphogranuloma venereum does not show anything 
characteristic. There is commonly heavy fibrosis 
and a picture of chronic inflammation characteristic 
of the tissue involved. Biopsies are of importance in 
many instances to rule out the possibility of a 
carcinoma, occurring either singly and being con- 
fused with lymphogranuloma venereum, or occurring 
along with the disease. 

Numerous reports since the original report by 
Frei! in 1925 describing his skin test for lympho- 
granuloma venereum have emphasized the specificity 
of this test. The directions laid down by Frei for 
preparing the antigen are essentially these. The 
person from whom the antigen is to be made should 


-be proven free from tuberculosis and other venereal 


disease, both past and present, by clinical exami- 
nation and by negative tests for syphilis, gonorrhea, 
etc. The gland from which the pus should be drawn 
must be one which has undergone softening but not 
fistulation. The pus is aspirated, care being taken 
that it is not mixed with blood, and is then mixed 
with physiological saline in proportions of one part 
of pus to five or six of saline. It is then heated to 
60° Centigrade for two hours over water bath, and 
again the following day for one hour, with care 
being taken not to heat it above 100° Centigrade 
because such a temperature destroys its antigenic 
power. 

There have been prepared a number of other types 
of antigens. Reports are available in the literature 
concerning these. These are prepared usually from 
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the monkey, guinea pig, and in some instances the 
rat, by making an emulsion of the brain and spinal 
cord of such animals which have been inoculated 
with human material. There are some commercial 
antigens on the market. These have not given us 
uniform results, probably due to the fact that they 
degenerate quite rapidly. 

For diagnosis, we use an antigen prepared in the 
Duke Laboratory from bubo material obtained from 
patients at the hospital. Our technique for doing 
this test is as follows: One-tenth cc. of our antigen 
is injected intracutaneously in one arm, and the 
other arm is injected similarly with a similar amount 
of normal saline. The test is read at twenty-four 
and forty-eight hours. A positive reaction consists 
in the production of an indurated and reddened area 
at the site of the injection. This area is from one- 


Fig. 3.—Extensive genito-cruro-ano-rectal phase. 


half to one centimeter in diameter. A small necrotic 
area in the center of the lesion may occur. 

A negative skin test does not necessarily rule out 
the possibility of disease. One should always be sure 
in certain instances that the antigen which is used 
for the test will give a positive reaction in a known 
case. The patient who reacts positively usually re- 
mains so for years, perhaps for life. The Frei test 
cannot be used to prognosticate the results of therapy. 


Treatment: There is no specific treatment. The 
treatment in general is unsatisfactory. The initial 
lesion usually heals spontaneously and requires no 
treatment. Occasionally fulguration or caustics may 
be necessary. In the bubonic stage the most effective 
treatment in our experience has been the early com- 
plete excision of the inguinal lymphatics and closure 
without drainage. Some have advised X-ray radi- 
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Fig. 4.—Hypertrophic vulval phase (Case II). 


ation of these glands and excision later after the 
severe reaction has subsided. 

We have noted some good responses in several in- 
stances in which X-ray in the full erythema dose 
was given in women with the early ano-rectal stage. 
A vulvectomy is necessary and productive of good 
success in the handling of esthiomene and of ele- 
phantiasis. Preliminary preparation of the skin is 
often necessary in these cases to take care of second- 
ary infection. A rectal stricture requires frequent 
surgical dilatation of the rectum. It is a distressing 
condition and in some instances the patients may 
require permanent colostomy for relief. Attempts to 
repair recto-vaginal fistulae occurring from this 


Fig. 5.—Same patient as shown in Fig. 4, after vulvectomy. 
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phase of the disease are practically universally un- 
successful. 

_ Medical treatment has proved without avail. 
Various drugs have been used with little success; 
among these are quinine, emetine and various anti- 
mony compounds, including tartar emetic and 
faudin. Iodine and the iodides have been used with 
some degree of success, and there have been recently 
some favorable reports from vaccine therapy. Gay- 
Prieto” in 1932 described a method of intravenous 
vaccine therapy which he considered of definite 
benefit. He called attention to the fact that any 
attempt by a subcutaneous route would prove of no 
value. We have had no results with this type of 
therapy. Recently Thomas and McCarthy" reported 
successful treatment in one patient with a bouillon 
filtrate. 


Case REPORTS 


Two case reports are included to illustrate the method 
of treatment in the various phases of the disease: 

Case I—Mrs. P., a white female of thirty-six years, 
was admitted to the hospital because of swelling in the 
groin. She had been well until three weeks before ad- 
mission when she noted a painless enlargement in the 
gland of the right inguinal area. She gave no history 
of primary lesion. 

The general physical examination was entirely nega- 
tive, except for a matted, lobulated mass of inguinal 
glands in the right groin, and smaller but similar glands 
in the left. The primary lesion was located as a minute 
and shallow ulcer just lateral to the urethral meatus. 

The treatment consisted of fulguration of the primary 
lesion and bilateral dissection of the inguinal glands. 
The patient made an uneventful recovery and has had 
no further difficulty. 


Case I1—E. A., a single colored female of twenty-two 
years of age, entered the hospital July 22, 1935. She 
complained of a growth on the vulva of four to five 
years’ duration, which began about two weeks after 
sexual contact as a small ulcer on the vulva. The growth 
had increased rapidly during the year before admission 
and finally became ulcerated. 

The physical examination was entirely negative except 
for the lesions around the vulva. There was marked 
hypertrophy of both labia minora and the clitoris. These 
growths were hard, firm and cauliflower-like. There 
was ulceration on their medial surfaces. The vagina 
and rectum were not involved. The Wassermann and 
Kahn reactions and the darkfield examination of the 
ulcer secretions were negative. The Frei test was 
strongly positive. 

The secondary infection of the lesion was cleared up 
with Sitz baths and local applications. A simple vulvec- 
tomy was performed on August 17, 1935, and the pa- 
tient made an uneventful recovery and was discharged 
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after twelve days. Follow-up examination almos: two 
years later showed no recurrence other than a small 
shallow ulcer just inside the vagina. 


SUMMARY 

Lymphogranuloma venereum is a venereal disease 
which is caused by an ultra-microscopic filterable 
virus. It is said to occur more frequently in negro 
males, but in our experience it is found commonly 
in the female also. The disease recently has been 
delineated to include many syndromes which in the 
past had been grouped as separate ones. It is recog- 
nized now that many cases of inflammatory stricture 
of the rectum in the female are due to this disease. 
In this country elephantiasis of the vulva and 
esthiomene are regarded as almost pathognomic of 
the disease. It is to be observed that the disease has 
no connection at all with granuloma inguinale which 
is a disease of the skin and not of the lymphatics. 

A diagnosis of the disease can be made usually 
from the examination, from the history of exposure 
and by means of the Frei test. The disease is a 
venereal one and should be handled as such. The 
treatment is distinctly unsatisfactory and at the pres- 
ent time most of the patients require surgery in some 
form for relief. The Frei test, while it is important 
in diagnosis, has no value in estimating the progress 
or efficiency of treatment in that the Frei test is not 
influenced by treatment. 
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trate. 


We were most kindly received in all the clinics 
visited. Every effort was made to demonstrate not 
only the routine cases but in many instances they 
had particularly interesting cases brought in from 
considerable distances. 

To Americans it is very amazing to see the great 
number of cases of tuberculosis of the eye, mainly 
scleritis, episcleritis and irido-cyclitis. As you well 
know, European ophthalmologists minimize the im- 
portance of focal infections. Although the eye con- 
ditions were undoubtedly tuberculous, many of these 
patients had diseased teeth and I am confident the 
teeth had considerable bearing on the eye condition. 


SPASTIC ENTROPION 

Ronne, of Copenhagen, uses one to two Michel 
metal skin clips. I have used this method on four 
occasions with excellent results but would not ad- 
vise its use in young women on account of the 
scarring that takes place where the points of the 
clips perforate the skin. The clips must include 
in its grasp a bundle of muscle fibres as well as 


skin. 


ORGANIC ENTROPION 

In Meller’s clinic the Hotz operation is the pro- 
cedure of choice. They remove as much muscle 
as possible. The placement of the sutures is very 
important. The sutures, three in number, are put first 
through the skin, then through the edge of tarsus 
farthest away from the ciliary margin, and then 
through the skin, and tied. 


*Read before the Virginia Society of Otolaryngology 
and Ophthalmology, May 8, 1937. 


EUROPEAN EYE CLINICS.* 


A. Younc, M: D., 
Roanoke, Virginia. 


LAGOPHTHALMUS 
Ronne, of Copenhagen, does a tarsorrhaphy na- 
sally just external to the puncta in cases of lagoph- 
thalmus. Later, if the band is found to be too 
wide, he makes it narrower by cutting the required 
amount from the temporal side. 


ENUCLEATION 

In Meller’s clinic they use the regular retrobulbar 
injection, followed by four deep injections with a 
curved needle into the muscle cone going between 
the four recti muscles, up and in, down and in, up 
and out and down and out. 

Costal cartilage obtained from cattle is used for 
an artificial globe in implantation operations. The 
cartilage is so inserted that the perichondrium is 
anterior, i. e., next to the conjunctiva. 


DIVERGENT SQUINT 

In Meller’s clinic they first tenotomize the ex- 
ternal rectus, then advance the internal rectus, using 
the Meller procedure which is similar to the Worth 
A suture is placed in the region of 
external rectus. This suture is then carried across 
the eye and attached to the bridge of the nose with 
adhesive plaster. 


operation. 


CATARACT EXTRACTION 
Meller does not favor the intracapsular procedure 
except in special cases. His routine operation is as 
follows: 
1. A suture is put through the superior rectus 
muscle. An assistant with one hand holds up the 
upper lid with a lid hook and the ends of the 
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superior rectus suture. With the other hand he 
holds down the lower lid. 
_ 2. Small corneal incision. 

3. Large capsulectomy, using Fuchs-Meller cap- 
sule forceps. 

4. Expression of the lens, using the point of a 
strabismus hook over the lower portion of the cornea. 

5. A very small peripheral iridectomy. 

6. Considerable time and patience is used in ex- 
pressing thoroughly the lens material, massaging the 
cornea with thumb and finger through the lids and 
also using Daviel spoons. 

7. No sutures are placed in the conjunctiva. 

8. Atropin is not used before the operation and 
none used until the first dressing twenty-four hours 
after the operation. 

9. Both eyes are bandaged. The patient is told 
to open his mouth; he is then lifted forward and 
assisted to the floor and is walked back to his 
bed. 

Urbanek, of Vienna, prefers the intracapsular op- 
eration, particularly in cases with posterior synechia 
or where there has been previous iritis or uveitis. 
In these cases he does not tumble the lens, but 
grasps the lens above and pulls the lens directly out 
through the incision. 


CATARACTS WITH POSTERIOR SYNECHIA 
Meller uses two special knives, one to separate 
the synechia on the temporal side of the pupil, and 
another to separate the synechia on the nasal side 
of the pupil. He then proceeds with his usual cat- 
aract operation. 


CONGENITAL CATARACTS 
Meller operated upon a congenital cataract in a 
patient thirty-five years of age, using a knife needle. 
He stirred up the lens vigorously but did not per- 
forate the posterior capsule. Six days later he made 
a keratome incision through the lower limbus and 
expressed most of the lens material. 


AFTER OR SECONDARY CATARACTS 

Meller uses the Bowman method as a rule, but, 
in the presence of a thick capsule, makes a kera- 
tome incision at the limbus, pushing the point 
through the membrane and then uses a dull hook 
to pull the membrane out through the keratome in- 
cision. 
King, at Moorefields, inserts a Zeigler knife needle 
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into. the capsule close to the proximal edge of pupil 
and keeps the blade of the knife behind the capsule 
until almost to the distal pupillary border, then 
again perforates the capsule, cuts upward, giving 
a V-shaped incision with the apex above. 


ACUTE GLAUCOMA 

Adelbert Fuchs considers the iridectomy al) ex- 
terna of Salzmann the best operation, particularly 
in the presence of a shallow anterior chamber. He 
proceeds as follows: 

1. Makes a conjunctival flap the same as for 
the Elliott trephine operation. ‘ 

2. Grasps the conjunctival flap with forceps and 
then with a keratome uses the point to scratch through 
the sclera 4% mm. back of the limbus and _per- 
pendicular to the sclera, the incision being about 4 
mm. in length. 

3. Iridectomy. 

4. Instills atropine. 

Meller always uses a cataract knife to make the 
incision except when the iris is markedly inflamed 
or posterior synechia are present, in which cases 
he uses a keratome. 

1. Rubs 20 per cent solution of cocain on con- 
junctiva at upper and lower limbus, then injects 
novocain in the region of the superior rectus muscle, 
no superior rectus suture being used in glaucoma 
cases. 

2. Incision made with a cataract knife. 

3. One drop of a 20 per cent solution of cocain 
is dropped on the prolapsed iris. 

4. Iridectomy. 

Urbanek also uses a cataract knife for the incision, 
but, before making the corneal incision, he does a 
posterior sclerotomy, massages the eye until it is 
soft, then make a corneal incision with a cataract 
knife, followed by an iridectomy. 


CHRONIC GLAUCOMA 

Meller prefers cyclodialysis above all other op- 
erations for chronic glaucoma. He does not like 
iridencleisis or trephine operations. 

1. Six minutes before the operation, a subcon- 
junctival injection is made, using 2/10 cc. of a 3 
per cent solution of cocain in the region of the 
ciliary body that is to be separated. 

2. Novocain injection is made in the region of 
the superior rectus muscle. No suture is placed in 
the superior rectus. 
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3. Makes an incision through the conjunctiva 
down and out. 

4. Keratome incision through the sclera. 

5. Enters the spatula and separates the ciliary 
body from the sclera for about one-third of its cir- 
cumference. 

6. Uses the actual cautery to bleeding conjunctival 
vessels. 

Urbanek uses cyclodialysis if the anterior cham- 
ber is deep and condition non-inflammatory, but 
prefers Elliott trephine if anterior chamber is shallow. 
Uses plenty of atropin after Elliott trephine opera- 
tion to encourage the anterior chamber to reform. 
Adelbert Fuchs considers the Elliott trephine the 
best operation for simple chronic glaucoma. 


SECONDARY GLAUCOMA IN UVEITIS 
Urbanek, of Vienna, makes a very wide iridectomy 
above, removing about one-third of the iris, the 
coloboma being so large there is very little chance of 
an exudate closing such a large gap in the iris. 


SECONDARY GLAUCOMA FROM PROLAPSE OF VITRE- 
OUS INTO THE ANTERIO CHAMBER 

Urbanek advises against the use of pilocarpine 
or eserine; instead, he uses atropin. The mechan- 
ical effect of miosis is to increase the tension by the 
contracted pupil strangling a bead of vitreous, there- 
by preventing communication between the anterior 
and posterior chambers. 


ANGIOMATOSIS OF RETINA 
Foster Moore, of Moorefields, showed a case of 
bilateral angiomatosis of the retina, the left eye 
being blind. Radium was used on the right eye 
with apparent recovery. 


GLIOMA 

Foster Moore showed a case of glioma in a boy, 
age eight, with apparent arrest of the growth fol- 
lowing the use of radium. The lens showed a 
posterior cortical cataract. The English ophthalmol- 
ogists use radium more frequently than we do. We 
saw several radium cataracts following the use of 
radium for malignant conditions about the face, par- 
ticularly for malignancy of the antrum. 


SYMPATHETIC OPHTHALMIA 
Raeder, of Oslo, used malarial infection in the 
treatment of a case of ‘sympathetic ophthalmia; also 
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showed us a case of sympathetic ophthalmia in a 
patient who had an iridencleisis performed three 
months previous to the onset of sympathetic oph- 
thalmia. 
CHRONIC DACRYOCYSTITIS 
Averback, at the Helmholtz Eye Hospital in Mos- 
cow, uses the Toti operation. He believes success 
depends upon a large opening through the bone. 
Lauber, of Warsaw, prefers the West operation. 
Urbanek, of Vienna, has only had four failures in 
160 cases following the West operation. 


TuBEROUS SCLEROSIS OF THE BRAIN WITH 
RETINAL CHANGES 

Vogt, of Zurich, demonstrated a case of tuberous 
sclerosis of the brain showing retinal tumors having 
the appearance of a group of small white pearls 
near the disc. Vision was normal. Patient also 
showed the following characteristic signs and symp- 
toms—retarded mental development, epileptic sei- 
zures» and sebaceous adenomas of the face. 


DETACHMENT OF RETINA 

Larsson method is used by Larsson, of Stock- 
holm, Foster Moore, of London, and Hagan, of Oslo. 

Safar method is used by Lauber, of Warsaw, and 
in the Meller clinic. 

Kruckmann, of Berlin, uses the method of Weve. 

Urbanek uses an electrolysis needle piercing the 
sclera, choroid and retina. He continues the per- 
foration until the tear is localized. Fundus is ob- 
served with ophthalmoscope after each application. 
Position of perforation is shown by a group of 
bubbles. After accurately localizing the tear, a very 
fine diathermy needle 5 mm. long is used, going 
through the sclera and choroid. ‘The fundus is 
observed after every one to five applications of the 
diathermy needle. 

Urbanek claims a large diathermy needle causes 
hemorrhage and that, with the old technique, hemor- 
rhage is the cause of 5 per cent of the failures. 

Keeps patient in bed for five weeks and then 
has patient wear hole spectacles for several months. 

Urbanek finds that 60 per cent of his cases have: 
remained cured when examined one year after the 
operation. 

Vogt, of Zurich, uses an electrolysis galvanization 
needle. He puts the anode any where on the sclera. 
The cathode, in the form of a small needle, pierces 
the sclera» choroid and retina. 
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In Meller’s clinic they have a rather simple 
method of localizing the tear by the use of a probe 
which has been dipped in a solution of gentian vio- 
let; the probe is pushed along the surface of the 
sclera in the region of the tear; an assistant ob- 
serves the indentation of the sclera with the oph- 
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thalmoscope. When the indentation is over the 
region of the tear, the probe is lifted from the eye. 
ball. 
the position of the tear. 


409 Medical Arts Building. 


The gentian violet stain on the sclera shows 


TRAUMATIC SURGERY.* 


M. H. Topp, M. D., 
Norfolk, Virginia. 


The aim of traumatic surgery is to restore as 
quickly and as perfectly as possible the usefulness 
of the injured part. Wounds of the soft parts must 
be made to heal, bones made to unite in good work- 
ing position, nerves and tendons repaired, and in 
the case of injured viscera, life itself must be saved. 

There is a perfectly enormous loss of time and 
earning capacity following injuries, which must be 
minimized as much as possible. Few people have 
any conception of how serious a matter is the simple 
fracture of a leg, until it happens to themselves; 
how much more serious, a compound fracture with 


infection. There are weeks or months of confine-- 


ment to bed, with mounting expenses for hospital 
and nursing care, and even the doctor is supposed 
to be paid something eventually. All this time, earn- 
ing power has stopped, a man’s job may be perma- 
nently lost, and if the result is poor, he faces a 
future with more or less permanent incapacity to 
earn his living. 

Most traumatic surgery comes first to the office 
of the general physician; and upon his ability and 
discernment rest the fate of the injured man, a 
responsibility of the utmost gravity. A good pro- 
portion of such cases he can handle perfectly well 
himself, and he does handle them, and handles them 
well. This applies to the usual lacerated wounds, 
and to many simple fractures, where alignment and 
position remain good after simple manipulation, 
with no tendency to slip out of place again. Broken 
legs often fall into this category, as well as broken 
clavicles. 

The severer types of injury, those involving the 
head, chest or abdomen, and fractures of the hip, 
the spine, and many joint fractures, call for consul- 


*Read before the sixty-eighth annual session of the Medi- 
cal Society of Virginia, at Roanoke, October 12-14, 1937. 


tation with those who have had special training, if 
disaster is not to follow. The same is true of nerve 
and tendon injuries of the hand, which deserve far 
more than the casual office treatment they are so 
often accorded. 

There are general principles in traumatic surgery 
which can act as guide-posts; they have to do with 
the fundamentals of wound healing. There are also 
many intricate details of knowledge which are need- 
ful to obtain the really excellent results which the 
patient has nowadays the right to expect. For the 
art of surgery has advanced much in recent years, 
and most injuries can be so well repaired that almost 
normal usefulness is regained. 

To go back to fundamentals, wounds are healed 
in much the same way, no matter which tissue is in- 
jured, be it skin, bone or brain. Everyone knows of 
the delicate newly-forming fibroblasts and capillaries 
that we were taught about long ago; but strangely 
enough, we sometime forget about them, and allow 
the injured parts to be moved and disturbed long 
before these newly-formed elements can possibly be 
strong enough to hold together. This can only delay 
and hinder the process of repair. Give nature a 
chance to heal the breach, by suitable quiet rest of 
the injured member. Carry the injured hand in a 
sling; keep the injured leg horizontal for several 
days. For any but trifling injuries, keep the patient 
himself in bed. 

It is evident that dead-space must be avoided, 
partly at least by gently snug dressings, and the 
closure of wounds by interrupted sutures wide 
enough apart to permit some oozing of bloody serum 
into the dressings. Otherwise the young newly-form- 
ing tissues will be long in bridging across the gap, 
to say nothing of the increased danger of infection 
developing in the stagnant pool of fluid. 


and 
ing 
a W 
tra\ 
thre 
fra 
ten: 
] 
| phi 
pre 
cir 
mu 
mo 
ext 
of 
acl 
fré 
of 
pe 
re 
he 
tr 
th 
jt 
g 
n 
c 
a 
I 
f 
t 
( 


bruary, 


rer the 
le eye- 
shows 


ent 


1938] 


It is also evident that circulation must be good; 
and that excessive tension as from too snug bandag- 
ing must be avoided. It is even necessary, once in 
a while, to take care of tension from too great ex- 
travasation of blood by making relaxation incisions 
through the deep fascia. Specifically, supracondylar 
fractures in children must be watched for this excess 
tension, or Volkmann’s contracture may be the 
penalty. 

I have spoken above of rest; now let me em- 
phasize that the period of rest must not be unduly 
prolonged, or the tissues will atrophy from disuse, 
circulation will become attenuated, joints and 
muscles will fibrose, and needless weeks and 
months will be spent in limbering up the wasted 
extremity. This necessity for active use is true even 
of the bones, whose union is hastened by guarded 
activity, permitting no undue motion at the site of 
fracture. At the proper time, therefore, active use 
of an injured part is not only permissible—it is im- 
perative. 

In thus speaking of the necessity both of proper 
rest, and of its opposite, timely active motion, I 
have purposely brought into focus the fact that 
traumatic surgery is quite a specialized branch of 
the medical art; and that the detailed care of in- 
juries calls for considerable training. 

Turning to specific types of injury, I can only 
give here the briefest synopsis of the most important 
of them all—injuries of the head, chest and abdo- 
men. The general physician will have to call for 
consultation here with surgeons of special training, 
and upon their shoulders most of the burden will 
have to fall, both of diagnosis and of treatment. 

Brain injuries, in a fourth of the cases, are fatal 
from the start. The patients remain deeply coma- 
tose, with stertorous breathing, and show no re- 
sponse to any form of treatment. Perhaps a tenth 
of brain injuries require operation, more specifically 
for extradural hemorrhage from the middle menin- 
geal artery. More than half of brain injuries re- 
cover with simple expectant treatment. It is appar- 
ently best to avoid morphine, and to avoid drastic 
dehydration. 

Children recover well; adults, less perfectly, often 
with some inability to concentrate, or to hold a job 
requiring mental effort, at least for some weeks or 
months. 

Injuries of the chest can ordinarily be treated 
conservatively, perhaps aspirating bloody fluid, if 
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in large amounts, after a few days. Wounds that 
suck air, however, must be closed tight, and at once 
Empyema may be a later complication. 

Wounds or contusions of the abdomen call for 
laparotomy if the viscera have been injured. For- 
tunately all general surgeons are familiar with the 
abdomen. A definite sign of gastro-intestinal per- 
foration or rupture is afforded by the X-ray, which 
easily demonstrates escaped gas when present. Where 
no gas is demonstrated, there will usually be no 
perforation; but, if in doubt, laparotomy must be 
done to be sure. 

It is very important to remember that the symp- 
toms of traumatic perforation may be rather mild 
for some hours, as contrasted to the severe symptoms 
of perforated peptic ulcer. Therefore, maintain the 
closest watch over the patient until the danger is 
surely past—best in the hospital, and with X-rays 
as well as blood-counts. Since any or all the labora- 
tory findings may be misleading, never fail to have 
a competent general surgeon in consultation from 
the first. More than one good man has lost his life 
because the surgeon was called late, at a time when 
all the signs of general peritonitis were all too clear 
to everybody. 

Kidney wounds can usually be treated conserva- 
tively; by contrast, wounds of the spleen require 
splenectomy. Wounds of the bladder and urethra 
require drainage. 

I offer this synopis with apologies for thus dis- 
missing life and death injuries with a word, when 
a monograph for each variety would hardly do jus- 
tice. 

Let me turn attention to a large and striking 
group of injuries, namely, broken bones. Proper 
treatment here is rewarded by return to excellent 

function; improper treatment is penalized by crip- 
pling often of a very serious degree—sufficient to 
change entirely the patient’s whole mode of life. 

The general principles are simple enough: get the 
broken bones back together, hold them straight, and 
let them heal solidly; but don’t let muscles and 
joints stiffen any more than absolutely necessary in 
so doing. We owe a debt here to the orthopedists, 
who have cried out in the wilderness for years 
against splints and casts that unnecessarily immobil- 
ize neighboring joints, especially the joints of the 
hand. Restoration of function is their slogan, and 
it must be ours as well if we are to treat injuries 
acceptably. 
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It is necessary to know some of the details of 
fracture-work, in addition to being well-grounded 
in general principles. It is necessary to know, for 
_ instance, that chronic pain and deformity follow 
compression fractures of the spine unless sufficiently 
treated, and that such fractures are easily over- 
looked; and to know that broken femurs try to 
bow outward and backward, that broken heel-bones 
are to be treated in some foot-drop to prevent tension 
of the heel-cord, and that the shaft of the humerus 
is prone to non-union if broken squarely across. 
These are only examples. 

As to the method of reduction of fractures, it is 
commonly a question of manual traction and manipu- 
lation under anesthesia, with fixation in a plaster 
cast. The bones should be at least partly end-on, 
and alignment should be straight. Note, of course, 
that for instance, the femur is not normally a 
straight bone, but is curved forward. This curve 
must be restored. 

Where casts don’t hold the bones, traction in bed 
often will do so. This applies to most femurs, and to 
some lower leg and upper arm fractures. Note that 
during traction in bed, occasional bed-side X-rays 
ought to be taken, if possible, for the bones may 
not be staying together properly at all. It seems to 
me, by the way, that traction in the Thomas splint 
assures better control of femurs than the popular 
double traction of Russell. In any case, traction is 
not a fool-proof method, and requires careful watch- 
ing. This is only an example of the general state- 
ment that the treatment of all fractures requires con- 
stant vigilance. 


Skeletal traction or fixation, and internal fixation 
by metal plates and so on, should really be done by 
those with considerable training. The same thing 
is true of non-padded casts, which can give plenty 
of trouble if improperly applied. In the hands of 
experts, however, these methods give perfect results 
in cases that would otherwise be doomed to prolonged 
or permanent disability. 

There are certain fractures where considerable 
accuracy in treatment is necessary, perhaps the worst 
offender being the Colles’ fracture. These are apt 
to be treated with inadequate anesthesia, local or 
general, and therefore imperfectly reduced; and I 
regret to say that I still see cases where the physician 
has reverted to the obsolete practice of binding the 
whole hand straight out on a board, thereby inevi- 
tably stiffening the fingers, often beyond redemption. 
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This is nothing less than a surgical crime, and 
should be plainly recognized as such. The fact is 


. that the “run-of-the-mine” Colles’ fracture can be 


put up in such a way that ordinary use of the hand, 
in eating, dressing, or filing papers, can be carried 
on within the first three or four days. And in any 
case, whatever else is done or left undone, free 
motion of the fingers, as in making a tight fist, must 
never be interfered with. 

Pott’s fracture, another offender, is often treated 
with inadequate attention to lateral shifting of the 
astragalus, and this leads to decided disability. With 
some care, this fracture can be reduced to a hair- 
line, and can be held in place perfectly well if the 
cast is molded carefully as it hardens, making in- 
ward pressure over a broad area of the foot below 
the outer malleolus, and corresponding counter- 
pressure laterally over a broad area of the tibia 
above the ankle. There is even an ambulatory 
method of treatment, the Delbet splint, which per- 
mits actual return to work within ten days or there- 
abouts. I have thus treated truck-drivers, miners, 
beauty-parlor operators, salesmen and brakemen, 
whose only complaint was that the clumsy plaster 
splint was kept in place long after they considered 
themselves cured. 

There are other fractures that call for precise re- 
duction, especially those that involve the joints and 
distort the bearing-surface. An important example 
is seen in children with fracture and displacement 
of the outer condyle of the humerus, which may 
even require open reduction. 

However, approximate reduction will give a satis- 
factory result in many or most fractures, and this is 
often all that is attained, even by experts. In broken 
femurs in children, even a little overlapping is allow- 
able, and open reduction is never required. None 
the less, the better the position of any broken bone, 
the more sure the union and the better the eventual 
function, other things being equal; and the superior 
results warrant considerable effort in watching to 
see that fractures are kept accurately reduced. 


I have spoken above of position. Let me make it 
clear that alignment must always be good, or the 
joints will have to work out of proper line, a potent 
cause of unsatisfactory results. 

Compound fractures belong strictly in the hos- 
pital. Operation, a modified debridement, should 
ordinarily be done, with loose suture if it seems 
reasonable. For if skin or soft parts can be made 
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to heal over the bone, it becomes for all intents and 
purposes a simple fracture, saving a lot of time and 
trouble for everybody. Here, again, only a trained 
an should undertake treatment. 

In treating burns, life is to be saved, if possible, 
by tanning the surface and giving large amounts of 
fluid; the latest reported method uses methyl rosan- 
iline and silver nitrate. The next important con- 
sideration is to get the skin surface healed as soon 
as possible by early skin-grafting. Do not allow the 
patient to remain in bed for months unhealed. The 
other important matter is to prevent contractures. 
Some of these are due to scar. Others, equally im- 
portant, are due only to allowing the patient to lie 
in bed with his knees drawn up and his hips fixed. 
These latter are entirely preventable, but they will 
occur if specific care is not taken. 


The final subject I wish to discuss is the care 
of hand injuries. A man is only as good as his 
hands, and severe hand impairment cripples the 
whole man more effectively than any other single 
injury save those that cause paralysis. The most 
explicit care is therefore demanded in dealing with 
this member. 

First, injuries of the tendons and nerves. These 
should never be casually sewed up in the office; 
they deserve prompt and careful debridement under 
adequate anesthesia, with precise suture, using silk, 
not catgut, and with careful splinting to avoid ten- 
sion. In the case of tendon injuries, there is good 
authority for beginning cautious active motion 
within twenty-four hours. In the case of nerve in- 
juries, there is to be no tension on the suture-line 
until actual healing is under way—a month or so. 
And note well that the treatment just described only 
applies to injuries that are seen at once. If there 
has been a delay of even four or five hours, no 
attempt is to be made to repair the damage primarily, 
because of the danger of infection, which simply 
tuins everything. It is best to suture the skin only, 
leaving plenty of room between stitches for drain- 
age; and, after solid healing, go back and do a 
secondary repair. I assure you that this whole mat- 
ter comes under the head of major surgery, and that 
unpracticed treatment can lead to results that are 
emphatically less than satisfactory. 


Equally important is the matter of hand infec- 
tions. If deep at all, they warrant general anes- 
thesia and a tourniquet, for only in this way can 
it be clearly seen just how far the pus has burrowed. 
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And the most precise care is necessary, not to spread 
infection into the tendon-sheaths and not to injure 
the digital nerves. Imperfect surgery here can re- 
sult in a completely useless hand. I beg of you, do 
not try to take care of these hand infections by nick- 
ing the skin under ethyl chloride. 

When any nerve injury has taken place in the 
hand or the arm, more than ordinary care is needed 
to be sure that the fingers do not stiffen. This is true 
of any of the three main nerves. If, for example, 
the radial nerve is injured by a broken humerus, it 
it of course necessary to prevent wrist-drop by a 
suitable splint; but be very sure that the fingers are 
allowed good full motion, and that it is carried out 
thoroughly every day. Fingers once stiffened never 
regain all their delicate flexibility. Watch them every 
time you see the patient, and see him often. I cannot 
enter here into the details of secondary repair of 
nerve injuries. 

Finally, let me touch upon the restoration of func- 
tion after injury. The people who sell diathermy 
machines and iherapeutic lamps always tell you 
about their “modalities.” The two modalities that 
are most effective of all are not for sale. They are, 
first, a definite intent on the part of the patient to 
get well. It is common knowledge that while an in- 
jured man is drawing compensation money, his dis- 
ability can‘ be prolonged for all he cares; whereas 
those injured on the farm, where there is nobody 
else to take care of things, get well with commend- 
able speed. 

The other really important “modality” is a return 
to light work at a suitable time. This is the most 
potent healer of all, which no amount of the most 
expert physiotherapy can replace, for it limbers up 
the stiff and weakened member, and at the same time 
takes the patient’s mind off his disability as nothing 
else can do. And it starts him back on the road to 
earning his own living—perhaps an unfashionable 
thing in these days of government relief, but still 

necessary for some folks. 

712 Botetourt Street. 


DIscussION 

Dr. JosePpH D. CoLtins, Portsmouth: 
that traumatic surgery is greatly on the increase. 
fact, a large percentage of patients in the hospitals lo- 
cated on busy highways are in the hospitals as the result 
of automobile accidents. The principal lesson to be 
drawn from Dr. Todd’s paper is that any man who at- 
tempts to assume the full responsibility for traumatic 
surgery should be most versatile, as he would have to 
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practice all branches of surgery. He has to be an ophthal- 
mologist, a neuro-surgeon, a thoracic surgeon, an ab- 
dominal surgeon, an orthopedic surgeon and, recently, 
according to the public press, a traumatic surgeon re- 
- cently had to perform the duties of an obstetrician. 

There are one or two points I would like to emphasize. 
The first is the problem of brain injuries in connection 
with X-ray examination. The general public has been so 
thoroughly educated as to the value of X-ray examina- 
tions that about the first thing when a patient is brought 
to the hospital the relatives and friends of the injured 
man demand an X-ray examination. That, in my opinion, 
is a mistake, especially where there is shock. The moving 
and necessary handling of a patient incident to an X-ray 
examination may do an immense amount of harm. 

I wish to emphasize the point that Dr. Todd made in 
regard to infections of the hand. So many cases of hand 
injuries are poorly treated. They deserve a surgical in- 
cision rather than a medical one. The matter of multiple 
injuries deserves consideration. When patients have been 
in serious accidents, automobile, train wrecks, etc., some- 
times important injuries are overlooked. I have in mind a 
case where both femurs and several ribs were fractured 
and, also a dislocation of the right shoulder. This patient 
was brought to the hospital in extreme shock and for 
hours his life was despaired of. It was necessary to put 
him up in a very complicated apparatus and he com- 
plained a great deal of pain in various parts of his body, 
including his back. It was thought, however, that the 
backache was a reflex from his other injuries. However, 
after he began to get better of his other troubles, it was 
found that he was suffering from a compression fracture 
of his lumbar spine, and valuable time had been lost in 
the treatment of this injury. 

I think Dr. Todd’s paper is a very valuable contribution 
to this subject. However, he failed to mention the use of 
tetanus and gas bacillus antitoxin as a prophylaxis in these 
cases. I am sure this was inadvertence on his part. 


Dr. ALLEN SOUTHALL LLoyp, Norfolk: I want to thank 
Dr. Todd for his paper and I want to make one specific 
statement and one general one. Someone may have gotten 
a misconception following the statement that a Volkmann’s 
contracture does not usually occur as a result of splinting 
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of a supracondylar fracture of the humerus. It is true 
that there have been cases in which, regardless of the 
position of the elbow, the radial pulse could not be pal- 
pated. In such cases, there is either an occlusion of the 
brachial artery by pressure of the bony fragments, a 
laceration of the brachial artery by the sharp end of one 
of the fragments, or an occlusion of the artery by pressure 
from a hematoma beneath the fascia. In such cases, it 
is, of course, necessary to open the fascia. It happens that 
I have never seen a case where it was necessary to incise 
the fascia. I have seen a number of cases where the radial 
pulse could not be palpated when the elbow was in flexion, 
whereas, on extension of the elbow the pulse became pal- 
pable. The best procedure to follow is that which has 
been pointed out time and again, namely, to feel for the 
pulse before any reduction is attempted. If the pulse is 
palpable with the elbow extended and is not palpable fol- 
lowing reduction when the elbow is placed in acute flexion, 
then one must gradually extend the elbow from the acute- 
ly flexed position until it is possible to palpate the radial 
pulse. It is far better to sacrifice a certain amount of 
position than to risk ischemic contracture. 

Now, a word about Dr. Todd's advice to refer these 
cases to a traumatic or orthopedic surgeon: I think that 
advice to a body of this sort is possibly not quite necessary. 
The same men who attend the meetings and who hear 
this paper are the men who read and study and know what 
is being done for various conditions. The very fact that 
Dr. Todd himself, a man of no special training, can obtain 
the nice results that we know he is capable of obtaining, 
proves that in all except a few especially difficult cases re- 
quiring the detailed knowledge of a specialist, it is un- 
necessary for a man to be more than a studious and con- 
scientious general practitioner in order to handle these 
cases properly. 


Dr. Topp, closing the discussion: I appreciate the dis- 
cussion of these gentlemen. I know that we could all con- 
tribute much to the discussion of traumatic surgery. Dr. 
Collins called attention to some important things I omitted 
in my paper. If he were not so kindly a commentator 
he might well have called attention to many other omis- 
sions. Dr. Lloyd sees things from the standpoint of the 
orthopedist, and I have emphasized above the importance 
of this point of view. 


HYPERTENSIVE RETINOSIS.* 


Francis Henry McGovern, M. D., 


Danville, Virginia 


The current concept of hypertensive retinopathy 
is based on the principle that all retinal changes 
are caused by the effects of elevated blood pressure. 
The term “albuminuric retinitis” is entirely a mis- 


*Read before the Danville Academy of Medicine, 
March 9, 1937. 


nomer because there is no correlation between the 
albuminuria and the retinal pathology; in nephrosis 
in which the albuminuria is at the maximum no 
retinopathy is present; and the term retinitis signi- 
fies an inflammatory lesion, whereas the changes are 
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entirely circulatory in origin. I prefer the term 
“retinosis.”” 

The direct cause of the retinal changes has not 
been ascertained. It has been shown that nitrogen 
retention in the blood or hypercholesterolemia are 
not factors. Evidently the pathology depends largely 
on the degree and rate of development of the elevated 
blood pressure. Acute arteriolar spasm, chronic 
arteriolar sclerosis, angio-spastic ischemia and stasis, 
and arteriosclerotic endarteritis are responsible, in 
one phase or another, for the retinal lesions. The 
basis for the elevation in blood pressure itself ap- 
pears to be in the arteriole and its abnormal reac- 
tivity to stimuli, thermal, emotional, chemical, or 
hormonal. It is not known whether the increased 
arteriolar tonus is a result of defect in the arteriole 
itself, or whether the stimuli or impulses to the 
arteriole are at fault, although the latter is the 
more likely explanation. 

In the fundus the physician can observe with the 
ophthalmoscope the onset and progress of these ar- 
teriolar changes under a magnification of sixteen 
times their normal size. These observations are of 
immense importance not only in the prognosis and 
treatment of essential hypertension and glomerulo- 
nephritis, but also the acute angiospastic state in 
hypertensive toxemia of pregnancy. 

My purpose is to emphasize a classification of 
fundus lesions in relation to the degree and prog- 
nosis of the hypertension. The terms, arterioscle- 
rotic retinopathy, arterio-arteriolar sclerosis with 
hypertension, hypertensive neuro-retinopathy, ar- 
teriosclerotic retinitis, and many others are confus- 
ing. The simple gradation of retinal lesions into 
grades one to four offers to the ophthalmologist, gen- 
eral practitioner, obstetrician or internist a clear idea 
of the retinal pathology in the presence of hyper- 
tension. 

Under this classification of primary or essential 
hypertension it can. be readily understood whether 
the hypertension is acute or chronic, benign or ma- 
lignant, compensated or incompensated, and, most 
important, whether the prognosis is generally good or 
guarded. Secondary hypertension follows known 
diseases elsewhere in the body, glomerulo-nephritis, 
coarctation of the aorta, supra-renal tumor and 
hyperthyroidism, and is to be differentiated from 
primary hypertension. 

In grade one essential or primary hypertension, 
sometimes classified. as benign hypertension, the 
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fundus picture may be normal. However careful 
observation of the terminal arterioles in the macular 
region, the lumen of the arterioles appear constricted 
but uniform; there is decreased visability of the 
usual number of macular vessels, and, later, cork- 
screw tortuosities can be seen in these vessels. The 
larger arteries remain full and of equal caliber with 
the veins; there is no evidence of exudate or hemor- 
rhage. 

Grade two retinosis has also been classified by 
some as arteriosclerosis with hypertension. The pro- 
cess has advanced in the fundus to a general attenu- 
ation of the retinal arterial tree. The smaller vessels 
become invisible. The larger vessels show caliber 
variations or irregularities in the diameter of the 
column of blood. Greater reflection of light from the 
sclerotic vessel wall gives the vessel a coppery ap- 
pearance. The vessel wall, ordinarily invisible, may 
become visible as white streaks on each side of the 
lumen of the vessel. Arterio-venous constriction is 
marked. The appearance of a so-called arterioscle- 
rotic retinitis, an advanced form of grade two hyper- 
tensive retinosis, is that of punctate and flame-shaped 
hemorrhages, and “‘hard” white spots, the latter most 
marked in the macular area. The thrombosis of a 
main or tributary vein may be noted. There is no 
edema of the retina or disc. 

In grade three we find all the vessel changes in 
aggravated form, plus the appearance of “cotton 
wool”’ exudates and superficial and deep hemor- 
rhages. It is the type of retinal picture seen in the 
acute vaso-spastic state of hypertensive toxemia of 
pregnancy. This latter entity has progressed in 
rapid manner from grade one hardly noticeable 
transient spasms of the retinal arterioles, varying in 
degree and site, to grade two general attenuation of 
the vascular tree and beginning signs of chronic 
arteriolar fibrosis, to grade three exudates and 
hemorrhages. 

Grade four presents the well-marked retinal 
changes of malignant hypertension massive exudates, 
hemorrhages, edema of disc and retina. 

The differential diagnosis between hypertensive 
retinosis and diabetic retinitis and choked disc is 
based largely on the caliber of the arteriolar sys- 
tem. The etiology of the retinal changes in glomer- 
ulo-nephritis is the same as that of hypertensive 
retinosis; frequently the condition cannot be differ- 
entiated on the fundal picture alone. 

In a hypertensive retinosis without hypertension 
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it can be assumed that the hypertension existed when 
the retinal lesions developed, but the blood pressure 
has fallen, either due to cardiac decompensation, 
coronary disease, or improvement in condition. 

The prognosis in grades one and two benign essen- 
tial hypertension is generally good. Patients have 
lived twenty to thirty years after the first suspicion 
of elevated blood pressure. However, these people 
live under a constant threat of cerebral, cardiac, or 
renal accidents and complications. Systolic pressures 
of 200 and diastolic of 105-110 are not incompati- 
ble with long life; the body tissues have accustomed 
themselves to the gradual increase in vascular pres- 
sure. It is not so much the degree of hypertension 
as it is a matter of acute or gradual onset and 
whether the elevated blood pressure is compensated 
or incompensated. 

A diastolic pressure remaining above 120 mm. 
Hg. foretells a life expectancy averaging five to eight 
years, and under five if the retinal lesions progress 
in gradation or if cardiac or renal insufficiency is 
present. 

In grade four the process is hyperacute; 90 per 
cent of patients with malignant hypertension die 
within eighteen months after the characteristic 
fundus changes are first noted. Surgery or any other 
known treatment will be to no avail. 

The recent success in the treatment of hypertension 
by surgical means largely depends on the proper 
selection of patients, and the selection depends in 
good part on the gradation of retinal lesions. It 
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has been shown that surgery is indicated in grades 
two and three hypertension in which the organic 
arteriolar changes have not progressed to a non- 
reversible phase. 


Recent studies have shown that if the retinosis 
of hypertensive toxemia of pregnancy appeared be- 
fore the seventh month the infant mortality was 75 
per cent and the mother had a 100 per cent chance of 
developing permanent renal and vascular changes, 
Toxemia developing before the seventh month with- 
out retinosis offers a prognosis not quite as severe. 
It behooves every physician or obstetrician to care- 
fully observe the fundus in pregnant women with 
increasing hypertension. 


The appearance of cotton wool patches and hemor- 
rhagic areas gives warning of the near approach of 
permanent organic changes in place of just spastic 
changes. If the arterioles of the retina are affected, 
the arterioles elsewhere in the body are affected. If, 
in view of high or rising blood pressure, progressive 
retinal lesions occur, pregnancy should be termi- 
nated. 
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A CASE OF PNEUMOCOCCUS VAGINITIS TREATED WITH THE 
ANTI-SERUM. 


Wm. Bickers, M. D., 
Richmond, Virginia. 
Department Gynecology, Medical College of Virginia. 


Vaginal discharge in the pre-adolescent girl is not 
always gonorrhea. It may be the result of fungus 
infection, a foreign body in genital tract, a neoplasm, 
or a hormone imbalance. Several cases of pneu- 
mococcus vaginitis have been reported, but this case 
seems worthy of recording in view of the fact 
that the case was cured by a therapeutic approach 
not heretofore reported. 

Case History: C. W., white female, age nine, was 
first seen on March 5th. The Mother stated that the 


child had 2 weeks previously suffered an acute re- 
spiratory infection and the family physician had 
stated that there was some “congestion of the lungs.” 
On February 26th, the child complained of itching 
and burning about the vulva and the under-clothes 
were stained with a yellow discharge. The family 
history and history of child’s playmates was nega- 
tive for genital infection. 

Examination revealed a well-developed child with 
no complaint other than vaginal irritation. The 


|| 

labi 
glar 
batl 

not 
clin 
and 
thee 
how 

the 
mel 
call 
typ 
for 
pro 
ant 
hel 
the 

of 
giv 

all 
pal 
Pr 
T 
fin 
of 
co 

it 
m 
th 
to 
m 
ir 
p 
( 
d 
Pp 
a 
ti 


1938] 


labia majora were inflamed, the urethra and Skene’s 
glands were normal, the vagina was red and 
bathed in a purulent exudate. The cervix could 
not be exposed due to the intact hymen. A 
clinical diagnosis of Neisserian vaginitis was made 
and treatment begun with neo-silvol irrigations and 
theelin hypodermically. Examination of the smears, 
however, Showed only Gram-positive diplococci. At 
the end of one week there was no clinical improve- 
ment. The discharge was then studied bacteriologi- 
cally and the Gram-positive organisms found to be 
type 2 pneumococcus. The vagina was then treated 
for one week with optochin base with no clinical im- 
provement. It was then decided to instill the type 2 
anti-serum into the vagina. This was done and 
held in place for one hour. Forty-eight hours later 
there was a marked improvement in the appearance 
of the vaginal mucosa. A second instillation was 


given and at the end of another forty-eight hours 

all clinical signs of infection were gone. The 

patient has remained well until the present time. 
1601 Monument Avenue. 


Correspondence 


Pronunciation of Digitalis. 


Richmond, Va. 
December 29, 1937. 
To THE 

Digitalis is usually placed in the group of the 
five most important drugs. It has been the subject 
of literally thousands of essays, and enters into the 
conversation of medical men daily. Nevertheless 
it is probably the most consistently and uniformly 
mispronounced of the important medicaments. To 
the majority it has degenerated either to digitahlis or 
to the more enfeebled digitalis (a as in bat). 

Examination of seven commonly used dictionaries, 
medical and general, disclosed only two instances 
in which mention was made of the permissibility of 
pronouncing digitalis in either the Oxfordian fashion 
(ah) or with the less obnoxious 4; once in a medical 
dictionary and once, as second choice to the correct 
pronunciation discussed below, in a standard un- 
abridged work. 

According to the remaining five authorities digi- 
talis is correctly pronounced only as digitalis (a as 
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in fate). As additional evidence for the accurate- 
ness of this pronunciation, I have been informed 
by S. J. McCoy, Ph.D., Professor of English at the 
College of William and Mary, that “‘assuming that 
it is desirable completely to anglicize the pronunci- 
ation of such words, we should follow the English 
rule (which has many exceptions of course): ac- 
cented vowels in open syllables are long.” Again, 
from “Rules for the English Pronunciation of Latin” 
in the section “A Guide to Pronunciation” by John 
S. Kenyon, Webster’s New International Dictionary, 
Second Edition, Springfield, Mass., 1934, “. 

Vowels, when ending accented syllables, have always 
their long English sounds: as pa’ter, hd’mo.” 

Thus it appears that whatever be our short- 
comings as to other information concerning digitalis, 
there can be no doubt as to the correct contemporary 
manner of its pronunciation. 

Let us not lacerate further the orthoepic feelings 
of our staunch ally—it’s digitalis (a as in Ale) ! 
H. B. Haac, M. D., 
Professor of Pharmacology, 
Medical College of Virginia. 


Public Health Statistics 


I. C. Riccin, M. D., , 
State Health Commissioner of Virginia. 


The report of the State Health Department’s 
bureau of communicable diseases, as compiled for 
the month of December, shows the following cases 
compared with the same month in 1936. 


1937 1936 
Typhoid and Paratyphoid ____- 10 31 
143 
176 
Rocky Mountain Spotted Fever__- 0 0 
Undulant Fever _-----.--_--~~- 2 1 
16 
0 


MEASLES CONTROL 


During 1937 twice as many measles cases were 
reported to the State Department of Health as in 
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the preceding year. This increase is in accordance 
with the cyclic nature of the disease. A greater 
number may be expected to develop this year. 
Despite the fact that many cases are mild and 
recover without complications or sequelz, the serious- 
ness of measles is emphasied by the fatality rates 
for specific age groups. The fatality rate for all 
ages varies between 0.5 and 1.0 per cent. However, 
for the first five years of life the proportion of cases 
which result in death is tremendously high. Even 
though only relatively few of the total measles 
cases occur in children under five years of age, more 
than 50 per cent of all deaths occur within that small 
number of cases. Moreover, the number developing 
complications and disabling conditions likewise is 
greater in this group than in any other one. Measles 
also is a real risk to children of any age who are 
undernourished or suffering from other diseases. 


Consequently, public health efforts, as well as 
those of the family physician and parents, should 
be directed toward postponing the age at which the 
child is first exposed to measles. Particular protec- 
tion is indicated for those children who are chronic 
invalids or debilitated from other conditions. While 
it is almost impossible to prevent measles sometimes 
in those living normally, it can be limited somewhat 
to those age groups in which it will do least harm. 
Again, many of its serious results can be prevented. 


Prompt reporting of every case of measles is 
necessary if effective isolation is to be instituted by 
the health authorities. This is of paramount im- 
portance where the case reported is under five years 
or where there is an exposed child under five years 
of age in the household. When a case of measles 
appears in a home where there is also a baby or other 
young child not yet infected or known to have been 
exposed, these young susceptibles should be prevented 
from opportunity of infection by removal to the home 
of relatives where there are no susceptible children. 
They should, however, be under careful observation 
to detect early signs of the disease. 

Passive immunization should be advised for ex- 
posed susceptible children under five years of age 
and for those suffering from other diseases. Con- 
valescent serum has proven effective in preventing 
measles if given within the first four days after 
initial exposure. It usually will greatly modify the 
disease, if given between the fourth and seventh 
days. Passive immunity lasts about four to six weeks. 
Normal adult serum, either pooled or from the 
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parents of the case, and normal adult whole | !ood 
also have proven valuable in passive immunization, 
though in the latter case larger doses are required, 
The use of immune globulin, a placental extract, 
recently has received favorable comment in regard 
to the prevention and modification of measles. Fol- 
lowing its introduction by Dr. Charles McKhann, 
it has been used by several workers with promising 
results. 

The necessity of careful bedside nursing for cases 
of measles in children under five years of age is 
emphasized. Strict isolation should be instituted as 
much for protection of the case against secondary 
infection as for the prevention of the spread of the 
disease. 

In short, it is believed that the mortality rate 
for measles can be reduced if the efforts of the health 
departments, the family physicians and the parents 
are directed toward the three following objectives: 

1. Postponement of the age of attack of measles 
to at least six years of age. 


2. Passive immunization of children under five 
years known or suspected to have been exposed to 
measles prior to the fifth day after exposure for 
complete prevention or between the fifth and seventh 
days for modification of the disease. 

3. Good medical and nursing care of all cases 
of measles in children under five years of age. 


CRIPPLED CHILDREN’S ACTIVITIES 


Fifty-eight crippled children’s clinics at thirty- 
two centers were held under the supervision of the 
State Department of Health during the last quarter 
of 1937. Nine hundred and fifty-six examinations 
were made and forty-six braces supplied by the De- 
partment. 

Departmental nurses constantly are engaged in 
making surveys, developing clinics and in following 
up hospital and clinic cases. Cases recommended 
for X-ray are referred to a local doctor or hospital, 
when possible, compensation for such work being 
assumed by the Department. 

When a hospital discharge record is received, the 
Department forwards a copy to the family physician 
and to the health officer or public health nurse for 
follow-up. A copy also is given to the staff nurses 
of the crippled children’s bureau to afford follow-up 
nursing service in those counties lacking health offi- 
cer and ‘nursing activities. 
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Woman's Auxiliary 
to the 


Medical Society of Virginia 


President—Mrs. JAmes B. STONE, 
Richmond. 

President-Elect—Mrs. HAwrs CAMPBELL, Venter. 

Corresponding Secretary—Mrs. LAwreNnce SNEAD, 
5307 New Kent Road, Richmond. 

Recording Secretary—Mkrs. JAMES K. HALL, 3011 Seminary 
Avenue, Richmond. 

Treasurer—Mnrs. REUBEN F. Simms, 2502 Hawthorne Ave- 
nue, Richmond. 

Chairman of Publicity—Mrs. Frep J. WaAmMPLER, 4103 
Forest Hill Avenue, Richmond. 


15 Maxwell Road, 


Richmond Auxiliary. 


Mrs. E. Latane Flanagan was elected president 
of the Woman’s Auxiliary to the Richmond Academy 
of Medicine on December 10. Officers elected to 
serve with her were Mrs. James K. Hall, president- 
elect; Mrs. James B. Stone, vice-president; Mrs. 
Charles P. Mangum, recording secretary; Mrs. 
Austin I. Dodson, corresponding secretary; and 
Mrs. J. O. Fitzgerald, treasurer. 

An amendment was made to the constitution re- 
quiring ‘in the future two meetings a year instead 
of monthly meetings. 

Plans for the work of the coming year were made. 


Northampton-Accomac Auxiliary. 

The Northampton-Accomac Auxiliary met at 
Nassawadox on January 4, at the home of Mrs. 
W. T. Green, with Mrs. Carey Henderson as joint 
hostess. 

Our Auxiliary was very proud, indeed, to have 
received the trophy for attendance at the meeting 
in Roanoke in October and hopes it may have that 
pleasure again. 

The chief project for the year is the hospital at 
Nassawadox, which seems to be the greatest need. 
We are also trying to place the Hygeia magazine in 
the public schools in this section. 

The meeting was well attended, and we are glad 
to report two new members. 

It was a pleasure to have Mrs. Southgate Leigh, 
Sr., as our guest speaker. She gave us a very in- 
teresting talk and answered many questions per- 
taining to Auxiliary work. 

Susie N. Lyncu, 
(Mrs. J. MortTIMER LYNCH) 
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A.M.A. Radio Program for February. 

FEBRUARY 2—Rheumatism and Arthritis; Known 
factors in the causation of arthritis and its care. 

FEBRUARY 9—Healthy Hearts and Arteries; 
Known ways of protecting the heart against in- 
fection and hygienic abuse; how to live with heart 
disease. 

FEBRUARY 16—Don’t Fear Cancer—Fight It; 
Known factors in the cause, prevention and treat- 
ment of cancer. 

FEBRUARY 23—Overcoming Diabetes; Individual 
efforts plus medical aid will win against diabetes. 
These programs come in over NBC Red Network, 

on dates given, at 2:00 P. M., Eastern Standard 

Time. 


Truth About Medicine 


New and Nonofficial Remedies 


The following products have been accepted by the Coun- 
cil on Pharmacy and Chemistry of the American Medical 
Association for inclusion in New and Nonofficial Remedies: 

Sulfanilamide Tablets, 714 grains.—Each tablet contains 
sulfanilamide (The Journal A. M. A., July 31,. 1937, p. 
358; October 30, 1937, p. 1456) 7% grains. E. R. Squibb 
& Sons, New York. (J. A. M. A., December 11, 1937, p. 
1989.) 

Staphylococcus Toxoid—Squibb.—Prepared by growing 
cultures of Staphylococcus albus and Staphylococcus aureus 
in semi-synthetic mediums for forty-eight hours at 37 C. 
in a special container containing 80 per cent carbon dioxide 
and 20 per cent oxygen. The toxin is detoxified by treat- 
ing with 0.3 per cent “solution of formaldehyde, U.S.P.” 
Merthiolate 1:10,000 is added. The finished material is 
passed through a Berkefeld filter, and tests according to 
the regulations of the National Institute of Health are 
made to determine sterility. In addition, potency and 
safety tests are made. The product is marketed in pack- 
ages of one 5 cc. rubber-capped vial, each cubic centimeter 
containing the toxoid derived from at least 1,000 necrotiz- 
ing doses of toxin. E. R. Squibb & Sons, New York, N. Y. 


Accepted Devices for Physical Therapy 

The following devices have been accepted by the Coun- 
cil on Physical Therapy of the American Medical As- 
sociation for inclusion in its list of accepted devices for 
physical therapy: 

General Electric Model F Quartz-Mercury Ultraviolet 
Lamp.—This lamp is designed for use in the office or hos- 
pital under the direction of a physician. It is arranged 
to operate solely on alternating current, but special equip- 
ment may be procured where only direct current is avail- 
able. The source is a quartz-mercury Uviare burner, 
similar to the previously accepted source, but designed so 
as to minimize obstruction to direct or reflected radiation. 
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Its full radiation efficiency is reached in four minutes. 
Lamps are available for operation at 115 or 230 volts, 25, 
50 or 60 cycles. Tests were made to substantiate the ery- 
themic claims made for it by the manufacturer. It was 
' found to produce a minimal erythema in one-half minute or 
less at thirty inches distance, in the average person. It 
appears to be a satisfactory device for the administration 
of ultraviolet radiation. General Electric X-Ray Corpora- 
tion, Chicago. (J. 4. M. A., December 11, 1937, p. 1988.) 


Propaganda for Reform 


Bile Salts for Arthritis.—Researches on the effect of in- 
jections of bilirubin and bile salts in cases of chronic 
infectious (atrophic) arthritis have been begun but re- 
cently. Only a preliminary report of them has been made 
(Science News Letter, June 19, 1937) and this form of 
“treatment” is still distinctly an investigative procedure. 
Bilirubin is still quite expensive, the method of prepara- 
tion of the bilirubin-bile salt mixture is empirical, and 


the solutions, which must be prepared daily, are not stable. | 


Hence it is not yet a procedure for general use. This 
method of “research therapy” was reported by Thompson 
and Wyatt of Tucson, Ariz., at the Atlantic City meeting 
of the American Rheumatism Association, June 7. Ten 
patients with chronic atrophic arthritis were given daily 
intravenous injections of the bilirubin-bile salt mixture 
for about eight to twelve days. It was reported that 
artificial hyperbilirubinemia was accomplished and that 
remission in symptoms of the arthritis were induced for 
variable periods. In some cases symptoms recurred after 
two or three weeks; in other cases they had not returned 
after five months. Observations have also been made by 
P. S. Hench. He concluded that chronic atrophic arthritis 
and primary fibrositis are not necessarily relentless, un- 
controllable diseases. Nature apparently possesses a 
highly effective method of producing a dramatic remis- 
sion; this phenomenon is precipitated more rapidly and 
completely by jaundice than by any other known physio- 
logic change or therapeutic method. If the method of 
Thompson and Wyatt can be repeated successfully it will 
permit clinical investigators to study the phenomenon 
much more closely and perhaps help them to isolate the 
responsible agent and utilize it for the future treatment 
of chronic arthritis. (J. 4. M. A., October 16, 1937, p. 
1298.) 


Injection Treatment of Hernia—The injection method, 
according to its modern advocates, is applicable only to 
hernias that can be completely reduced and kept reduced 
by means of a truss. Its use is contraindicated in irre- 
ducible hernias, in sliding hernias and in the presence 
of an undescended testis. Injections are further contra- 
indicated in the presence of superficial skin infections or 


erosions caused by the truss, in syphilis, diabetes, senility . 


or marked emaciation. Hernias with a wide ring are 
not likely to give a good result. The case best suited for 
the treatment is the small reducible, indirect inguinal 
hernia in a young person. The complicated hernias and 
the large hernias of the middle-aged and the elderly are 
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the least suited for the injection treatment. Anatomic 
conditions in a direct hernia, in the umbilical and the 
femoral hernia, make the injection treatment undesirable, 
in the opinion of many. Although in the hands of some 
investigators the results seem to have been good, the com- 
plications, the difficulty in selecting suitable cases, and 
the still uncertain percentage of recurrences would seem 
to make the method unsuitable except under circumstances 
in which unusually careful technic and suitable care are 
possible. (J. 4. M. A., October 30, 1937, p. 1456.) 


The Apple in the Management of Diarrhea in Children, 
—The Council on Foods reports that the use of fresh apples 
in the dietary treatment of diarrhea in infants and small 
children has been much publicized within recent years, 
Latterly, preparations of dried and powdered apple have 
been similarly acclaimed. The Council on Foods has con- 
sidered the available clinical reports. These reports 
cover practically every kind of diarrhea that is encount- 
ered in pediatric practice. The Council concludes that 
the evidence which is now available indicates that the 
apple is useful as a therapeutic agent in the dietary manage- 
ment of diarrhea. The mechanism responsible for the 
reported success of this diet is not clear. Apple powder 
when suitably prepared is considered a wholesome food 
and offers a convenient preparation for use in the man- 
agement of diarrhea of infancy and childhood. It should 
be emphasized, however, that the use of the fresh or dried 
apple does not obviate the necessity for other measures, 
including parenteral administration of fluids when indi- 
cated, the careful selection of a suitable transition diet, and 
competent pediatric supervision. (J. A. M. A., November 
13, 1937, p. 1636). 


Book Announcements 


Library Service For Our Readers. 

Recent acquisitions to the Library of the Medical 
College of Virginia, available to our readers, are 
given below. The only cost is return postage. 


Kurzrok, R.—Endocrines in obstetrics and gynecology. 

Langerhan, P.—Contributions to the microscopic anatomy 
of the pancreas. 

Life saving and water safety—Prepared by the American 
Red Cross. 

Loeb, J.—Regeneration, from a physico-chemical view- 
point. 

McCarthy, L.—Histopathology of skin diseases. 

McClung, C. E.—Handbook of microscopical technique. 

Pottenger, F. M.—Tuberculosis in the child and the adult. 

Ramon y Cajal, S.—Recollections of my life. 

Roesler, H.—Clinical roentgenology of the cardiovascular 
system. 

Rose & Carless.—Surgery. 15th edition. 

Sarton, G.—History of science and the new humanism. 

Sigerist, H. E—Socialized medicine in the Soviet Union. 
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Sindoni, A. M.—Diabetes. 

Smith, H. W.—The physiology of the kidney. 

Snell, F. D.~-Colorimetric methods of analysis. 

Sobotka, H.—Physiological chemistry of the bile. 

Soddy, F.—The interpretation of the atom. 

Stout, A. P—Human cancer. 

Thomson, St. C.—Diseases of the nose and throat. 
Whitby & Britton—Disorders of the blood. 2nd edition. 


Physical Diagnosis. The Art and Technique of 
History Taking and Physical Examination of the 
Patient in Health and in Disease. By DON C. 
SUTTON, M. S., M. D., Associate Professor of 
Medicine, Northwestern University School of Med- 
cine; Attending Physician and Chairman of the 
Medical Division of the Cook County Hospital; 
etc. St. Louis. The C. V. Mosby Company. 1937. 


Octavo of 495 pages. With 298 Text Illustrations, - 


and 8 Color Plates. Cloth. Price $5.00. 


This text is relatively brief but profusely illus- 
trated, and the illustrations are good. It follows a 
general plan that is orderly, systematic and clear. 
The book. begins with a most excellent chapter on 
the history of physical diagnosis. After this follow 
chapters on history taking, general examination, the 
lungs, heart, abdomen and a brief review of the 
neurological examination. The signs and symptoms 
of the most common diseases are discussed briefly, 
and there is no attempt to link up clinical findings 
with the physiology or pathology. Not only that, 
but many statements made are questionable as, for 
example, the apex of the right lung is not more 
commonly referred to as “more hyper-resonant than 
the left.” The reviewer also doubts that “history 
is relatively unimportant” in the classification of 
vascular diseases. References for supplementary 
reading would have added much to its value. 

Since no two places teach physical diagnosis in 
exactly the same way, obviously this book will not 
meet the needs of all schools, yet, it deserves con- 
sideration as it has many excellent qualities. 


Harry WALKER, M. D. 


Personal Hygiene. By C. E. TURNER, M. A., Dr. 
P. H., Professor of Biology and Public Health in 
the Massachusetts Institute of Technology; Chair- 
man, Health Section, World Federation of Educa- 
tion Associations; Major, Sanitary Corps, U. S. A. 
(Reserve); etc. St. Louis. The C. V. Mosby Com- 
pany. 1937. Octavo of 335 pages. With eighty- 
four text illustrations and three color plates. Cloth. 
Price, $2.25. 


This book aims to provide the teacher in college or 
university with a textbook on personal health. Ad- 
dressed to the student of college level, it is intended 
to give him a practical superficial knowledge of 


VirGINIA MEDICAL MONTHLY 109 


anatomy, physiology, and pathology. It is the “medi- 
cine and surgery in a nut-shell” type of work. It is 
for this reason that my enthusiasm in its behalf was 
not aroused—remembering as I do the admonition of 
Alexander Pope, “‘a little knowledge is a dangerous 
thing, drink deep or sip not of the Pierian Spring.” 
If it is granted that a little medical knowledge is 
better than none at all—this book could fill the need. 
There are several gross misstatements of fact in the 
book. Like all lay-writers, the author has accepted 
as truth certain hypotheses, particularly as regards 
vitamins and hormones, which have not been con- 
firmed. To the medical profession the book could 
have no possible value and I can think of but little 
good to be derived from recommending it to patients. 
W. B. 


Skin Diseases in Children. By GEORGE M. Mac- 
KEE, M. D., Professor of Clinical Dermatology and 
Syphilology, New York Post-Graduate Medical 
School, Columbia University; and ANTHONY C. 
CIPOLLARO, M. D., Associate in Dermatology and 
Syphilology, New York Post-Graduate Medical 
School, Columbia University. Paul B. Hoeber, Inc. 
New York. 1936. Octavo of xviii-345. With 153 
Illustrations. Cloth. 

As far as dermatologists are concerned, the name 
of George M. MacKee is one to conjure with. His 
revolutionary work on the use of X-ray and radium 
in the diseases of the skin, is a medical classic, and 
consequently anything he says, or writes, demands 
respectful consideration. 

This book, however, belongs to that hybrid type 
of publication where a master is writing down to 
lesser men and automatically loses the sense of 
thoroughness, which one expects from such a source. 
The preface states that it is written for the general 
practitioner and will no doubt be of help to this 
class. Skin diseases are difficult to the trained man, 
and the skin diseases of childhood even more so, for 
one has to be acquainted with the manifestations of 
adults to understand the variations in childhood. 
The book is worth while for the opinions expressed 
where radium and X-ray is the suggested therapy. 
However, the chapter on syphilis is too meager to 
meet the situation. This) has evidently been a hard 
book to write and where the subject is too large for 
the condensation, the authors give references as to 
where the subject may be pursued. It is well il- 
lustrated and this alone: makes it worthy of the in- 
clusion in any library. 

T. W. M. 
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Editorial 


The State Hospital Situation—An Analysis. 

Many, but not all, forms of mental sickness 
make it advisable for psychiatric patients to be 
withdrawn from general visitations during the 
period of their treatment, either at home or in a 
hospital. For many reasons, but chiefly for eco- 
nomic reasons, the majority of mentally sick folk 
are confined in so-called state hospitals. The term 
state hospital is a euphemism for the better old 
word asylum. The latter word once meant and 
should still mean a place of refuge. All of us in 
these perturbed times are in need of asyla, but the 
mentally sick especially, because such sickness 
means often the manifestation of personal social 
inadequacy. The prevailing type of civilization 
proved to be too much for the individual, and the 
crumpling-up of the citizen—woman or man—in 
failure to meet the demands of the social set-up we 
often call insanity. 

But the term insanity is legal, not medical, and 
we doctors should not make use of it. No person 
is insane until so adjudged by a legal authority, 
however mentally sick, irrational, or dangerous to 
self or to others the person may be. Many mentally 
sick folk, because their condition makes it impos- 
sible for them to think rationally about their medical 
needs and to accept medical advice and treatment, 
are obliged to be adjudged insane and to be trans- 
ferred from their homes to a state hospital. The 
public cannot be admitted freely as visitors to the 


wards of state hospitals. A visitor might innocently 
lend a knife to a suicidal patient, allow a danger- 
ous patient to escape, or an indiscreet visitor might 
carry out into the world weird stories about the 
speech and conduct of many patients. It would 
seem to be possible, even to those of us who live 
beyond the institutional walls and who know little 
of the life within, to realize that women and men 
who are legally committed to state hospitals must 
live during their invalidism largely withdrawn from 
the world and that their help must come from the 
Lord and from His ministering servants—physi- 
cians, nurses, attendants, and other hospital em- 
ployees. 

The purposeless public are rather thoroughly and 
altogether properly excluded as visitors from the 
general wards of state hospitals. In spite of an ex- 
pected number of elopements the committed patients 
are rather securely kept in confinement—incar- 
cerated, intramuralized, “locked-up”’, as they some- 
times complain. The excluding and the including 
are necessary features of state hospital life. But 
intelligent people understand, of course, that state 
hospitals are busy places in which many industries 
are carried on and that many patients are kept at 
work on the grounds, on the farms, and within the 
buildings. The term incarceration must be inter- 
preted in keeping with such activities. 

But it is true that patients committed to state hos- 
pitals have little access to the world and the people 
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of the world little access to them. Only those physi- 
cians, indeed, who are members of the hospital’s 
medical staff can examine the patients of a state 
hospital or prescribe for them. Only those nurses 
and attendants employed by the hospital can carry 
ministration to the patients. The legal commitment 
makes possible all the hospital affords, but ex- 
cludes the utilization of all medical and nursing 
skill, the use of all diagnostic and therapeutic facili- 
ties of modern medicine save those possessed by the 
hospital. Most that any physician is able to do for 
any patient, whether rational or irrational, whether 
at home or in a hospital, must ultimately reach the 
patient from the tip of the nurse’s fingers. And 
fingers themselves are never dextrous and skillful, 
but only the mind’ which has them in control. 
Psychotherapy embraces all agencies that minister 
to the sick mind, and many of them are physical; 
good food, for example; but the sick mind is most 
effectively and comfortingly dealt with by the well 
mind. And the mind of no mortal is called upon 
to exhibit tact, to exercise resourcefulness, and to 
make therapeutic use of sympathetic understanding 
so frequently as the mind of the psychiatric nurse. 
Diagnostic work, both in the physical and in the 
mental domain, is difficult in the extreme in many 
mental patients. State hospitals should be equipped, 
therefore, with a medical and a nursing staff ade- 
quately educated by training and by experience to 
bring to the incarcerated patients, who are shut 
away from all outside medicine, the present-day 
attitude and the present-day skill not of psychiatric 
medicine alone, but of general medical science. 


In the state hospitals in Virginia, including the 
Colony for the Epileptic and the Feebleminded, 
there are more than 10,000 patients. Certainly 
fewer than thirty physicians are members of the 
five hospital staffs and in that relationship have 
access to the patients. There are probably actually 
fewer than twenty-five doctors on the staffs of the 
five hospitals. Five of those physicians are super- 
intendents, all but overwhelmed each day by ad- 
ministrative duties. The superintendent has little 
time in which to do either diagnostic or therapeutic 
work, He is busy as an administrator. There is an 
assignment of more than 400 patients to the state 
hospital physician. If the superintendent is ex- 
cluded the single physician sometimes has more than 
600 patients under his care. No physician, how- 
ever skillful, can develop an understanding of the 
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conditions of so many mentally sick folks and daily 
direct their treatment. The minds of relatively un- 
educated and uncultured nurses and attendants can- 
not be trained in the delicate art of caring for those 
who are emotionally and spiritually distressed and 
mentally disordered. Mental sickness, more than 
any other, calls for the display by the nurse of the 
keenest observation, the most unremitting tact, and 
the possession of that quality that tends to keep 
hope forever alive and that constantly inspires 
courage. In mental sickness skillful nursing is 
often more consequential than medical attention. 


Data available in the most recent reports from 
our state hospitals tend to indicate that an infini- 
tesimal number of graduate nurses are members of 
the staffs of the hospitals. Probably few of those 
nurses had received before their connection with the 
state hospitals any training in psychiatry. Yet a 
nurse would scarcely be expected to function in an 
operating room, in an obstetrical service, in a pedia- 
tric ward, or in an allergy clinic without having 
had experience in those specialties. And in none of 
the five state hospitals in Virginia is there a train- 
ing school for nurses. The members of the medical 
staffs are kept so busy with routine duties that they 
can have little time in which to instruct nurses and 
attendants; the few registered nurses on duty can- 
not hope to train nurses and attendants during the 
pressing routine activities of the busy day. 


The truth would seem to be that our state hospi- 
tals, worth as property many millions of dollars, 
and operated at an annual outlay of probably more 
than two millions of dollars, remain largely custo- 
dial institutions, to which more than three thousand 
patients are sent under mandate of the law of com- 
mitment every year. All the more than three thou- 
sand patients are sick in mind—either mentally dis- 
ordered or chronically intoxicated upon alcohol or 
other drugs. It would seem reasonable to suppose 
that many of the committed patients may be sick 
also in their physical bodies, and that the mental 
disorder may be sometimes one of the reflections of 
the physical disease. Disease of the kidneys, of the 
circulatory apparatus, of the spleen and of the gas- 
trointestinal tract is often accompanied by mental 
involvement. Brain tumor and other abnormalities 
of the brain are not unusual as causative factors in 
mental affections. How can so large a number of 
patients be handled diagnostically by so few physi- 
cians, and without the help of the keen observations 
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of well-trained nurses? The nurse’s observations 
and records are generally made use of in diagnostic 
work in the general hospital. How can therapy be 
- conveyed from the most learned physician to the 
patient by the uneducated, uncultured, medically 
ignorant nurse or attendant? 

Have the young physicians who are constantly 
being added to the medical staffs of our state hospi- 
tals previously had any training in psychiatry? If 
not, why not? How can a physician without psy- 
chiatric knowledge make a psychiatric examination 
or proffer to a patient psychotherapy—the only pur- 
poses for which the state hospitals exist? The fact 

that the Hospital Board went all the way to New 
York to find a superintendent for the Southwestern 
State Hospital at Marion would tend to indicate 
_ that their survey of the fifteen or twenty assistant 
physicians now engaged in our state hospitals found 
none competent to head the hospital at Marion, 
though some of the assistants have been in that 
service for many years. Whose is the fault that dur- 
ing that time they were not receiving training in 
psychiatry and in hospital administration? A dis- 
service has been rendered them and the state. Whose 
is the fault? Within the last generation psychiatry 
has developed as a special branch of medical dis- 
cipline. Why have those young men on the medical 
staffs of our state hospitals been denied training in 
modern psychiatry? If the fault is not theirs, but 
ours, it is a grievous fault. Why has not training 
in psychiatric nursing been proffered some of the 
splendid young women of Virginia, either under- or 
post-graduate? Whose is the fault? Why have our 
state hospitals remained largely custodial institu- 
tions? Why are they not hospitals? The fault lies 
not with the superintendents and their assistant 
physicians; not with nurses and attendants; not 
with the Hospital Board; yea, not even with the 
members of the General Assembly. We, the citizens 
of Virginia, and we, especially, the physicians of 
Virginia are largely responsible for the low state of 
psychiatry in Virginia. We must realize that the 
person who is mentally sick is neither possessed 
nor cursed, but sick, and, therefore, a responsibility 
of modern medicine, and entitled to the best that 
the science and the art of medicine has to offer. 
Why should not some of the state hospitals main- 
tain training schools for nurses? Why should the 
nurses be obliged to live in rooms on the wards with 
patients? Why should not the nurses of each hospi- 


VIRGINIA MEDICAL MONTHLY 


[February, 


tal be provided with a Nurses’ Home in which to 
live? Are all patients admitted to the state hospitals 
promptly and thoroughly examined, and are such 
examinations uniform in the various institutions and 
are they carefully recorded? Why should not the 
nursing on all the wards, both for men and for 
women, be placed under the supervision of graduate 
nurses? Graduate men nurses with psychiatric ex- 
perience are also available. Why should not the 
assistant physicians have the opportunity, the en- 
couragement, and the facilities for the study of 
modern psychiatry? Should not each superintend- 
ent have a Clinical Director, trained in psychiatry, 
competent to make a complete examination, physical 
and mental, and to instruct his associate assistants 
in psychiatry? Such a set-up would attract to the 
state hospital service desirable young physicians, 
because it would give them the chance to learn psy- 
chiatry and it would also fit them for advancement. 

Every major activity of the Commonwealth save 
mental medicine has a definite head. The highway 
work is not headless, nor is education, nor agricul- 
ture, nor even the state’s sale of liquor. Why does 
the state’s activity in psychiatry function in five or 
six separate units, more or less uncoordinated, and 
often perhaps ignorant each of the other’s activity? 
Does not the state’s work in mental health need a 
trained single head, a Commissioner of Mental 
Hygiene, who would capitalize the state’s thought 
and work in psychiatry—in the state hospitals and 
out of them? Such a physician would have to be 
trained not only in general medicine, in psychiatry, 
in state hospital administration, but he would need 
to be possessed also of those qualities thought of 
as belonging to medical statesmanship. For upon 
him would rest the responsibility of coordinating 
and unifying and medicalizing all the activities re- 
lating to the care of the mentally sick, and of bring- 
ing the people, medical and lay, to understand that 
sickness of mind is no more rare and no more dis- 
graceful than sickness of body, and often no more 
difficult to heal. Is it not the urgent duty of us 
physicians to insist that psychiatry in Virginia be 
taken over by the physicians of Virginia? How can 
lay people either treat the mentally sick or admin- 
ister hospitals for the mentally sick? Why should 
the attempt be continued, an everlasting futility, to 
separate mental medicine and physical medicine? 
The person who is physically sick is also mentally 
sick. The person who is mentally sick is often only 
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physically sick. Why should not a Director of 
Health head the state’s activities in medicine, with 
a Commissioner of Physical Health exercising 
immediate oversight of the frankly physical prob- 
lems and a Commissioner of Mental Hygiene exer- 
cising himself about the psychiatric problems of the 
Commonwealth ? 

The discussion of the findings and the recom- 
mendations of surveys constitutes merely an evasion 
of civic and medical duty to our mentally sick folks. 
We know that what they need is to have brought 
to them wherever they may be in the state the help- 
fulness of modern medicine through the medium of 
trained physicians and trained nurses. Sick folks 
and those skilled to examine them and to treat them 
constitute a hospital. Adequately trained doctors 
and nurses will insist upon the possession of the 
other necessary facilities. But the emphatic neces- 
sity in ministering to the sick is scientific knowl- 
edge, adequate in quality and sufficient in quantity. 
Do our state hospitals have it? 

An English Opinion. 

A British surgeon, presumably in private prac- 
tice and possessed of his right mind, recently wrote 
the following concerning socialized medicine: 

Medicine even now is still mainly confined to the 
treatment of the sick. It will concentrate more and more 
in the future on the prevention of illness. More and 
more also will the State interfere with the freedom of 
the sick man to infect his family, his friends and neigh- 
bors with his diseases. Instead of sympathy he will 
receive punishment if he disobeys instructions. Medi- 
cine tends more and more to be a matter for the State 
rather than the individual; and the doctor in conse- 
quence is gradually becoming a State official. As schemes 
of insurance are devised for people of the middle classes, 
the general practitioner will become still more of an 
official. In Russia already there are no private prac- 
titioners; medicine is a State service, and our medical 
world is watching with the greatest interest the results 
of this vast experiment. For we know that the volua- 
tary hospitals in England are finding. it harder and 
harder every year to make ends meet, and we feel that 
some form of State subsidy is bound to come sooner or 
later. That will mean that even the Harley Street con- 
sultants will become State servants, for subsidy means 
control and no one will work on a hospital staff without 
payment, if the hospital is controlled by the State. 


One wonders if our medical cousins across the 
Atlantic who so valiantly disputed the innovations 
of Lloyd George two decades ago have now alto- 


gether given up the fight against the change that 
has come to medicine. 


Human Life and The Legislature. 

Less than a year ago the New York Legislature 
appropriated $400,000 for a pneumonia control 
program in that state. That is a lot of money for 
even such a wealthy state as New York to devote to 
a single health project. 

A request for funds for the same purpose is now 
before the Virginia Legislature but the request is 
much more modest. It arises jointly from the medi- 
cal profession of Virginia through its Pneumonia 
Commission and from the Director of Public 
Health, Dr. I. C. Riggin, who desire to make pos- 
sible in Virginia an effective pneumonia control 
program such as is now being launched in many of 
our more progressive states. 

Such a program must be headed up by a Di- 
rector of Pneumonia Control with office in the De- 
partment of Health. It necessitates regional typing 
stations strategically located over the state in which 
types of pneumonia may be determined quickly 
from specimens of patients’ sputum. It implies 
means for making available type specific serum for 
victims of pneumonia who are suitable to this type 
of therapy. To repeat: a successful pneumonia 
control campaign in Virginia means regional typing 
stations, anti-pneumococcus serum within the fi- 
nancial reach of all pneumonia patients, and some 
central authority supported by the medical profes- 
sion of the state. 

We have just learned how effective such a pneu- 
monia control program may prove. Similar attacks 
have been made upon smallpox, tuberculosis and 
diphtheria with results we are ever ready to ap- 
plaud. Pneumonia is the second ranking cause of 
death in Virginia. About half of pneumonia is of 
the lobar type. More than 90 per cent of lobar pneu- 
monia is due to the pneumococcus. Against the 
pneumococcus we now have sera that are useful in 
the majority of cases. A properly treated case of 
lobar pneumonia has twice the opportunity for re- 
covery with serum as without it. Serum therapy 
has halved the mortality from lobar pneumonia. 

Halving the mortality from lobar pneumonia is 
a goal worth striving for. Giving a pneumonia 
victim a 50 per cent better chance to recover is an 
object worth the attention even of a busy legislator, 
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for he may himself be the next victim. Lobar pneu- 
monia kills about one-fourth its victims. It kills 
them quickly. It is no respecter of persons. Al- 
though it occurs in all ages it is more fatal the older 
we grow. 

Serum when properly given produces one of the 
miracles of medicine. The earlier given the more 
certain the result. Administered within the first 
twenty-four hours of the disease it reduces the pneu- 
monia mortality to less than 5 per cent. 

These figures speak for themselves. It is con- 
fidently expected that the Legislature will make the 
appropriation requested by the Director of Public 
Health and thus give Virginia a pneumonia control 
program creditable to the state and life saving to 
its citizens. 


A Book Worth Having. 

In The Physician’s Business recently published 
by J. B. Lippincott & Co., a New York otolaryn- 
gologist, Dr. George D. Wolf, discusses the practi- 
cal and economic aspects of medicine in some four- 
teen carefully prepared chapters. An enumeration 
of these chapters gives some idea of the scope of this 
extremely valuable book. Beginning with a discus- 
sion of the hospital interneship, methods of appoint- 
ment, choice of hospital and types of service, the 
author proceeds to present in a factual way the de- 
mands and compensations of the various medical 
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careers other than private practice. A chapver js 
devoted to specialization, another to localiz ition, 
another to professional contacts. The doctor and 
his patient, his records, his fees, his instructicns to 
patients, the planning and equipping of an office, 
office personnel, various office techniques, the selec- 
tion and care of instruments, forensic medicine, the 
income tax, insurance, and finally a discussion of 
certain obvious trends in medical practice constitute 
the divisions of the remaining material. It is a 
book which should prove highly valuable to one 
beginning the practice of medicine and it can be 
read with profit even by those who have passed into 
that professional period called by Sir William Osler 
“the cake and ale” stage. 


An Open Forum. 

In its department devoted to correspondence the 
VircINiA MepicaL MonruLy offers an open forum 
to the profession of Virginia. Whenever there are 
questions to be asked, information to be passed on, 
points of view to be presented, arguments to be 
maintained this column is at their disposal. From 
time to time we have the pleasure of publishing a 
letter of great interest here, and discriminating 
readers never fail to sample the column’s wares. We 
can assure the contributors that many readers find 
it one of the journal’s most interesting and helpful 
departments. 


Department of Clinical and Medical Education 
of the 


Medical Society of Virginia 


Obstetrics and Gynecology. 

During the month of December, 1937, Dr. 
Shamburger conducted a postgraduate course for the 
doctors of Amherst and Nelson counties. Meetings 
were held twice a week at Amherst and Lovingston. 
The following doctors were in attendance: 

Dr. H. E. Clark Dr. F. M. Horsley 

Dr. H. G. Dickie Dr. Edward Sandidge 

Dr. E. C. Kidd Dr. R. N. Hillsman 

Dr. S. G. Miller Dr. R. B. Ware 

Dr. B. F. Randolph Dr. J. A. Drake 

Dr. D. C. Wills Dr. J. F. Thaxton 

. A. A. Sizer 


Pediatrics. 

As was previously announced, Dr. Robert B. 
Hightower, of Mississippi, assumed his duties as 
postgraduate instructor in Pediatrics on December 1. 
Since that time he has familiarized himself with 
the program of postgraduate medical instruction in 
Virginia and consulted members of the committee 
on child welfare in preparation for his work. Dr. 
Hightower is a graduate of the University of Vir- 
ginia Medical School. Following his graduation he 
served internships in pediatrics in the University of 
Virginia Hospital, the Children’s Hospital of Boston, 
and the Babies Hospital of New York. More re- 
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cently he has served as instructor in pediatrics and 
child hygiene in the Harvard Medical School and 
School of Public Health. 

Beginning on January 3, Dr. Shamburger and 
Dr. Hightower have been engaged in a combined 
course in Pediatrics, Obstetrics and Gynecology in 
Fairfax, Fauquier and Culpeper counties. Meetings 
are held on Monday evenings at Fairfax, Thursday 
evenings at Warrenton, and Friday afternoons at 
Culpeper. During other hours the two instructors 
are engaged in consultations by the doctors of these 


areas. 
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Future Circuits. 
It is very likely that the entire State of Virginia 
will have been covered by Dr. Shamburger at the 
end of the fiscal year, July 1. Since it is doubtful 
whether postgraduate courses in Obstetrics and 
Gynecology will be so easily available after that date, 
local societies that have not already had such a 
course should arrange at once for a spring circuit. 
A schedule for the remainder of the year is now 
being prepared for both Dr. Shamburger and Dr. 
Hightower. Societies wishing to be included should 
communicate at once with the Executive Secretary. 
Geo. B. ZEHMER, 
Executive Secretary. 


Proceedings 


of Societies 


The Virginia State Board of Medical Ex- 
aminers. 

At the December meeting of the Board, the follow- 
ing doctors were licensed to practice medicine in 
Virginia, more than half being by reciprocity: 
Dr. James C. Allen, Philadelphia, Pa. 

Dr. Donald N. Ball, Sunbury, Pa. 

Dr. W. B. Barton, Stonega. 

Dr. Joseph Bernstein, Washington, D. C. 
Dr. Earle G. Brown, Arlington. 

Dr. Charles W. Dorsey, Lewisburg, W. Va. 
Dr. Herbert Duncan, Clintwood. 

Dr. William Meade Feild, Petersburg. 
Dr.: Julius Fogel, Washington, D. C. 

Dr. C. A. A. Gordon, Williamsburg. 

Dr. James L. Greene, Portsmouth. 

Dr. Leo I. Hallay, Middlesboro, Ky. 

Dr. D. O. Helms, Pocahontas. 

Dr. M. A. Honigman, Moseley. 

Dr. Zdenka A. Hurianek, Staunton. 

Dr. Herman P. Hyder, Seat Pleasant, Md. 
Dr. Julian Bay Jacobs, Washington, D. C. 
Dr. H. W. Kinderman, Northumberland County. 
Dr. Theodore Maisel, Richmond. 

Dr. Wallace Henry Malan, Dublin. 

Dr. Raymond Maret, Occoquan. 

Dr. S. C. McKinney, Washington, D. C. 
Dr. Arthur V. Mitchell, Washington, D. C. 
Dr. Paul L. Phillips, Hartford, Conn. 

Dr. David McK. Pipes, Richmond. 

Dr. Richard H. Price, Alexandria. 

Dr. Luther A. Riser, Sedgefield, N. C. 

Dr. E. M. Rucker, Durham, N. C. 

Dr. Ignatius Rutkoski, Arlington. 

Dr. W. L. Sibley, Rochester, Minn. 


Dr. A. A. Simon, Caldwell, N. J. 
Dr. Joseph S. Thomas, Washington, D. C. 
Dr. A. K. Wilson, Norfolk. 
Dr. William L. Wingfield, Richmond. 
Dr. W. W. Zimmerman, III, Waynesboro. 
The next meeting of the Board will be held 
June 22-24. 


The Accomac County Medical Society, 

At its annual meeting in December, elected Dr. 
John W. Robertson of Onancock president, and Dr. 
J. Fred Edmonds of Accomac as secretary. Dr. 
Robertson has been secretary of this organization 
for a number of years. 


The Albemarle County Medical Society, 

At its meeting on January 6, elected Dr. Arthur 
M. Smith, president, and Dr. Frank D. Daniel, 
secretary-treasurer. Both officers are of Charlottes- 
ville. 


The Arlington County Medical Society 

Held its regular meeting on Thursday, January 
20, at the Washington Golf and Country Club. 
The guest speaker of the evening was Dr. William 
J. Cusack, of Washington, D. C., Associate Pro- 
fessor of Gynecology at Georgetown Medical School. 
He presented a scholarly and informative paper on 
“The Relation of the Endocrines to Menstrual Irreg- 
ularities’”. The paper was ably discussed by Drs. 
Sutton and Dardinski. Following the meeting a 
buffet lunch was served. 
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Dr. Charles F. Kincheloe of East Falls Church 
is president of this society and Dr. Vincent J. Dar- 
dinski of Arlington, vice-president. 

Henry L. Bastien, M. D., 
Secretary. 


The Lynchburg Academy of Medicine 

Met in regular session January 3, with the Presi- 
dent, Dr. J. W. Davis, Sr., presiding. The new 
officers for 1938 were installed as follows: Dr. 
Elisha Barksdale, president; Dr. S. E. Oglesby, 
vice-president; Dr. Clarence E. Keefer, secretary- 
treasurer. The program consisted of the presenta- 
tion of an interesting patient with ‘Myasthenia 
Gravis” by Dr. E. G. Scott, a case report of 
“Cholelithiasis” by Dr. W. T. Pugh, and two reels 
from Davis & Geck, Inc., on Cholecystectomy, which 
was discussed by Drs. J. W. Devine and D. P. 
Peters. 


The Northampton County Medical Society 
Held its regular quarterly meeting on January 6, 

at which time reports were given on the Roanoke 

meeting of the Medical Society of Virginia, by Dr. 


J. W. Jackson, delegate, and Drs. J. M. Lynch, 
J. R. Hamilton, G. W. Holland and J. N. Dudley, 
all of whom were in attendance and stated that the 


session was of unusual interest. As evidence of 
the esteem of the Society, it was voted to continue 
Dr. E. W. P. Downing as an active member, exempt 
from the payment of dues, in consideration of the 
fact that he had practiced in that county for more 
than fifty years. 

Election of officers resulted as follows: Presi- 
dent, Dr. J. W. Jackson of Machipongo; vice-presi- 
dent, Dr. W. J. Sturgis of Nassawadox; secretary- 
treasurer, Dr. W. Carey Henderson, (re-elected), 
Nassawadox. 

Dr. R. DuVal Jones of Norfolk presented an ex- 
cellent and comprehensive paper on “The Early 
Diagnosis of Carcinoma of the Colon”, and Dr. 
J. N. Dudley reported on the work of the prenatal 
clinic for indigent patients in the county. 

It was also arranged for a clinic to be held under 
the direction of Dr. Johnson, a young colored phy- 
sician of Cape Charles. 


Norfolk County Medical Society. 
Dr. H. C. Bazet, professor of Physiology in the 
University of Pennsylvania Medical School, was 


[February, 


the special guest of the President, Dr. Frank H, 
Redwood, at the meeting of this Society on Novem- 
ber 8, and gave a most interesting and instructive 
address on “Physiological Aspects of Hypertension.” 

At the business meeting in December, the address 
of Senator Lewis before the last meeting of the 
American Medical Association was made the order 
of business and, after full explanations by Dr. W. 
B. Martin and others, the resolution adopted at the 
recent meeting of the Medical Society of Virginia 
was unanimously endorsed and instructions given 
that a copy be sent to each representative of Vir- 
ginia in Congress. 

On January 10, Dr. Arthur M. Shipley, professor 
of Surgery in the University of Maryland, delivered 
a most excellent address on “The Diaphragm as a 
Surgical Problem”, before an unusually large attend- 
ance of members and guests. Immediately following 
the lecture, the local alumni of the University of 
Maryland were hosts at a reception in the Town 
Club, in honor of Dr. Shipley, to which were invited 
the members and guests. 


Richmond Academy of Medicine. 

At the meeting on January 11, the officers for 
1938 were installed and the scientific program was 
held under the presidency of Dr. A. I. Dodson. This 
included a case report by Dr. T. Dewey Davis and 
papers on “The Use of Turnbuckles in Fractures 
of the Pelvis” by Dr. R. D. Butterworth, and on 
“The Cure of Syphilis” by Dr. Kinloch Nelson. 

Dr. Nathan Bloom presented a case report at the 
meeting on January 25, and was followed by Dr. C. 
C. Coleman with a paper on “Neurological Aspects 
of Low Back Pain’, and by Dr. Carrington Wil- 
liams who spoke on “The Etiology of Malignant 
Tumors”. The usual buffet supper followed both 
meetings. 

The annual dinner meeting of the Section on the 
History of Medicine will be held on ‘Tuesday, 
February 8, with Lt. Col. Edgar Erskine Hume, 
distinguished editor, author, librarian and military 


“surgeon, as the guest of honor. He will give the 


address on the Walter Reed Lectureship at the regu- 
lar meeting of the Academy later that evening, 
which will be open to all members and visitors. 


The Roanoke Academy of Medicine 

Held its first meeting of the year on January 3, 
at which time the following scientific program was 
presented: The Electrocardiographic Diagnosis of 
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Cardiac Infarction by Dr. J. E. Gardner; Fissure 
in Ano by Dr. W. L. Powell, and The Prognosis in 
Syphilis by Dr. W. W. S. Butler. 

Dr. H. H. Wescott is president of the Academy 
and Dr. C. T. Burton, secretary-treasurer. 


The Warwick County Medical Society 
Held its annual meeting on December 14, at 
which time Dr. R. T. Pierce and Dr. F. N. Thomp- 
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son, both of Newport News, were elected president 
and secretary, respectively, for the ensuing year. 
At this meeting the subject of ‘Group Hospitaliza- 
tion” was discussed by Dr. Lewis E. Jarrett, superin- 
tendent of the Medical College of Virginia Hos- 
pitals, Richmond, and by Dr. Walter B. Martin of 
Norfolk. Following the program there was a ban- 
quet attended by forty-four members and guests. 


News 


Notes 


Tri-State Medical Association of the Caro- 
linas and Virginia. 

Dates for the annual meeting of this association 
are February 21 and 22, with headquarters at Grove 
Park Inn, Asheville, N. C. Dr. Howard R. Masters, 
Richmond, is president, and Dr. James M. North- 
ington, Charlotte, N. C., secretary. 
clinics and papers will be presented and this meet- 


Interesting 


ing promises a great deal of pleasure and interest 
for those who attend. 


Opportunity for Physicians to Tour America. 

The approaching meeting of the American Medical 
Association in San Francisco, June 13 to the 17, of- 
fers a’splendid opportunity for a tour of the United 
States both going and returning. The cooperation 
of more than twenty-five state medical societies has 
made it possible to arrange a special train tour 
which will include such outstanding highlights of 
the North American continent as the Indian De- 
tour, the Grand Canyon, Los Angeles, Riverside and 
Santa Catalina Island—on the way out to San 
Francisco. A choice of two return routes is possible, 
one of which visits the charming cities of Portland, 
Seattle, Victoria and Vancouver and the beautiful 
scenic spots of the Canadian Rockies; the second 
route travels via Yellowstone National Park, Salt 
Lake City, Royal Gorge, Colorado Springs, and 
Denver. 

There is an all-inclusive price for this tour which 
includes transportation from home-town, to home- 
town, though the tour starts officially at Chicago on 
Monday, June 6, from which point an American Ex- 
press escort joins the group, as this travel company 
has been appointed transportation agent and the busi- 
ness details of the trip are in their capable hands. 


Those who wish to combine attendance at the 
Convention with an interesting journey and a happy 
vacation will be interested in the details of this plan 
and may receive full information from the Ameri- 
can Express Travel Service, 1414 F St., N. W., 
Washington, D. C. 


Married. 

Dr. William S. Lloyd, recently of Bumpass, but 
now located at Goochland, and Miss Barbara 
Anderson of Buckner, November 15. 

Dr. James Davis Hagood of Clover and Mrs. 
Wirt Jordan Irby of South Boston, January 18. 

Dr. Albert E. Long, University of Virginia, class 
of ’35, and now at the University Hospital, and 
Miss Lois Nichols of Lynchburg, recently on the 
nursing staff of the University Hospital, December 
27. 

Dr. James Talton O’Neal, class of °35, Medical 
College of Virginia, now of Columbus, Ga., and 
Miss Nadine Julia Clarke of Enfield, January 6. 

Dr. Joseph Herman Meadows, Fairmont, N. C., 
and Miss Leora Mae Compton of Louisa County, 
December 21. Dr. Meadows is an alumnus of the 
Medical College of Virginia, class of ’34, and his 
wife is a graduate in nursing of the same school. 


To Head Southwestern State Hospital. 

Dr. Joseph R. Blalock, psychiatrist of New York 
City, has been appointed by our State Hospital. 
Board as superintendent of the Southwestern Vir- 
ginia State Hospital at Marion and entered upon 
his duties there the first of February. He was born 
at Wake Forest, N. C., forty years ago, and, after 
attending the college in that place, studied medicine 
at Johns Hopkins University, Baltimore, from 
which he graduated in 1922. Dr. Blalock has for 
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sometime specialized in psychiatry and comes to 
this new work direct from the New York State 
Psychiatric Institute and Hospital, in which place 
he was senior physician and clinical director. 


Health District Personnel Notes. 

Dr. James H. Gordon, class of °34, Medical 
College of Virginia, has been appointed Assistant 
Health Officer of the Rockbridge-Alleghany- 
Botetourt Health District with office in Covington, 
Virginia. Since graduation, Dr. Gordon has held 
residences at the hospitals of the University of 
Pennsylvania and the Medical College of Virginia. 

Dr. Edward V. Jones, Jr., has been appointed 
Assistant Health Officer of the Arlington County 
Health Department with office in Arlington, Vir- 
ginia. 

Dr. John H. Bonner, for some time in charge of 
the Sussex County Health District, has been made 
director of the new Hopewell-Prince George County 
Health District and has entered upon his new duties 
with headquarters at Hopewell. 


Dr. J. C. Moore, 

For the past three years located at Clintwood, 
Va., where he was engaged in private and contract 
practice, has recently moved to Keen Mountain, Va., 
where he is doing contract work for the Red Jacket 
Coal Company at that place, and for the Oakwood 
Smokeless Coal Company of Hangar. 


Diagnostic Tumor Clinic. 

A group of doctors in Norfolk opened the Diag- 
nostic Tumor Clinic at 306 West York Street on 
January 19, the purpose being to provide group 
diagnosis and outlines of treatment in keeping with 
similar groups which have been established through- 
out the United States and Canada. The clinic will 
be held each Wednesday from 9 to 11 a. m. Cases 
will be carefully examined, a biopsy made when 
necessary, and patients will be returned to their 
physicians with suggestions as to proper treatment. 
The clinic will try to provide treatment for indigent 
patients but will make a charge of $5 to $10 for 
private patients who are able to pay. 


Post-Graduate Clinic. 

The George Washington University Sixth Annual 
Post-Graduate Clinic will be held at the University 
Medical School and Hospital for one day only, 
February 19, 1938. There will’be a symposium on 


[Febru. ry, 


heart disease with eight papers stressing the la est 
developments in the field of cardiology and peri h- 
eral vascular diseases in both their medical «nd 
surgical aspects. In addition there will be patho- 
logical, physiological and clinical demonstrations. 

The afternoon session will be devoted to the 
presentation of several lectures on interesting sub- 
jects in psychiatry, pharmacology, medicine, surgery, 
and obstetrics. 


Virginia Neuropsychiatric Society. 

The fall meeting of this Society was held at the 
Central State Hospital in Petersburg, on November 
5, with the President, Dr. Finley Gayle, Richmond, 
presiding. The guest speaker was Dr. Patrick Henry 
Drewry, White Plains, N. Y., who gave a paper on 
“Some Observations in Insulin Shock Therapy”. 
Others on the program were Dr. G. B. Barrow, 
Staunton; Drs. Rex Blankenship, James Asa 
Shield, and W. G. Crutchfield, of Richmond; and 
Drs. T. L. Gemmill and H. L. Dean, of Petersburg. 

The first 1938 meeting of this organization was 
held at the University of Virginia on January 26. 
The scientific program was presented by the fol- 
lowing, all of the University: Dr. S. G. Bedell, 
Dr. H. P. Newbill, Miss Steele Houghins, Dr. J. M. 
Meredith, Dr. Dudley C. Smith, Dr. J. M. Hitch, 
and Dr. D. C. Wilson. 

Dr. Thomas N. Spessard, Roanoke, is secretary 
of the Society and there are about forty members 
at this time. 


Dr. E. G. Gill, 

Roanoke, sailed on The Queen of Bermuda on 
January 15 and will visit Havana, Port-Au-Prince, 
Haiti, Trujillo City and San Juan before return- 
ing home. This cruise is being sponsored by the 
Pan-American Medical Association, before which 
Dr. Gill will present a paper on “The Management 
of Organic Foreign Bodies in the Trachea and 
Bronchi of Children.” 


Dr. Edward V. Valz, 

Formerly of Staunton, has recently retired from 
the Medical Corps of the U. S. Navy, after thirty 
years’ service, and is now residing at 7112 Lincoln 
Drive, Mt. Airy, Philadelphia, Pa. 


New Director of Medical College Clinic. 
Dr. David S. Garner, formerly assistant superin- 
tendent of the hospital division of the Medical Col- 
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lege of Virginia, has been appointed to the director- 
ship of the new out-patient clinic of the College. 
He is a native of Northumberland County and a 
graduate of the College in 1933, following which 
he served a three-year internship at the school hospi- 
tals. 


News From University of Virginia, Depart- 
ment of Medicine. 
On January 10, Dr. R. M. Bradley spoke before 
the University of Virginia Medical Society on 
Reminiscences of a Roaming Doctor. 


On December 10, Dr. J. Edwin Wood gave an- 


address before the Heart Association, meeting in 
Washington, on Rheumatic Fever. On December 
20, he spoke before the Peninsular Medical Asso- 
ciation in Newport News on the subject of Hyper- 
tension in the Late Toxemias of Pregnancy. 


On January 6, Dr. Henry B. Mulholland spoke 
before the Albemarle County Medical Society on 
The Treatment of Pneumonia. On January 7, he 
addressed the Martinsville Medical Association on 
the subject of Sulfanilamide. On January 21, he 
spoke before the Nansemond County Medical So- 
ciety, meeting in Suffolk, on the subject of Advances 
in Therapy. 


At the meeting of the University of Virginia Medi- 
cal Society on January 24, Dr. C. R. Robins, Sr., 
gave an address on the subject of A Cure of Direct 
Inguinal Hernia, Dr. J. H. Scherer spoke on Reti- 
culocytosis in Differential Diagnosis of Jaundice, 
and Dr. Carrington Williams discussed Syphilis of 
the Gastro-Intestinal Tract. 


News Notes from Duke University School 
of Medicine. 

In December, 1937, the Duke University Medical 
Society was organized to facilitate the presentation 
of current medical problems before the students, the 
staff and other interested persons in the University 
and professional community. Meetings are held 
monthly during the academic year, and the programs 
usually consist of short case presentations and dis- 
cussions followed by a description of some staff or 
student research project. Occasionally, guest speakers 
from other institutions are invited to participate in 
the programs. The first meetings was held December 
7, at which Dr. Wiley D. Forbus gave the introduc- 
tory talk, and Dr. D. T. Smith spoke on “Experi- 


mental Canine Blacktongue.” At the second meet- 
ing, held January 11, Dr. W. G. Wyckoff, of the 
Rockefeller Institute, Princeton, N. J., was the guest 
speaker, his subject being “The Ultra-centrifugal 
Study of Macro-molecules.”’ 


On January 10, Dr. James S. Plant, director of 
the Essex County (Newark) Juvenile Clinic, under 
the auspices of the Family Welfare Association of 
Durham, spoke at the armory-auditorium on “The 
Mental Hygiene Approach to Life.” 


Dr. Clarence W. Trexler, 

Class of ’26, University of Virginia Department 
of Medicine, who has been practicing for several 
years in Honolulu, has been elected a fellow of the 
American Academy of Ophthalmology and Oto- 
laryngology. Dr. Trexler is also at this time presi- 
dent of the Honolulu Lions Club. 


Dr. P. G. Hamlin, 

Recently at Newport News, Va., but who has been 
engaged for a number of years in neuro-psychiatric 
work, has just been transferred from the Crowns- 
ville State Hospital at Crownsville, Md., to the 
Eastern Shore State Hospital at Cambridge, Md., 
where he is first assistant physician. 


The Tidewater Memorial Hospital, 

Located near Lynnhaven, on the Virginia Beach 
Boulevard about half way between Norfolk and Vir- 
ginia Beach, was opened to patients on December 27, 
1937. It was built by funds raised by voluntary 
contributions throughout the second congressional 
district and, though intended primarily for the care 
of far advanced cases of pulmonary tuberculosis, 
it will as far as possible admit all tubercular pa- 
tients of that district who may apply. The hospital 
has a capacity of fifty beds, thirty-four for white 
and sixteen for colored patients, the white paying 
at the rate of $1.00 per day and the colored seventy- 
five cents. Miss Bethea Craft is superintendent and 
Dr. Elizabeth Cole of Norfolk is acting as medical 
director. The hospital is managed by a group of 
men and women selected from the entire district and 
has a medical advisory board of physicians, two 
being selected from each city and each county in the 
district. 


Dr. Louis De Angelis, 
Who served his internship at the Lawrence and 
Memorial Associated Hospitals, of New London, 
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Conn., following his graduation from the Medical 
College of Virginia in 1936, announces the opening 
of his office at 252 Montauk Avenue, that city, where 
he is engaged in the general practice of medicine. 


Birth Announced. 

Dr. and Mrs. Charles Henderson of Norton an- 
nounce the arrival of a son, Charles Henry, III, 
December 18, 1937. Mrs. Henderson was formerly 
Miss Mary Virginia Chiles, N-30, Medical College 
of Virginia. 


Doctors Active in Waynesboro Kiwanis Club. 

The following doctors are among those serving on 
committees in the Waynesboro Kiwanis Club for 
the present year: Drs. A. M. McLaughlin, H. T. 
Hawkins, B. K. Weems, Lyle S. Booker and J. F. 
Hubbard. 


Dr. J. Edwin Wood, jr., 

Professor of the Practice of Medicine at the Uni- 
versity of Virginia, spoke before the Washington 
Heart Association on December 10, and before the 
Virginia Peninsula Academy of Medicine on Decem- 
ber 20. 


Dr. Frederick P. Fletcher, 


Richmond, has been appointed by Dr. G. F. 
Simpson, president, as the representative from the 
Medical Society of Virginia on the Virginia Welfare 
Council. 


Dr. J. M. Hurt, 


Blackstone, has been named a member of the 
board of directors of the Blackstone Bellefonte Club 
for the year 1938. 


Dr. Herbert C. Jones, 
Petersburg, has been elected as one of the new 
directors of the Chamber of Commerce of that place. 


Dr. S. B. Perry 


Has been installed as one of the new directors of 
the Hopewell Kiwanis Club for the present year. 


Dr. Hugh B. Magill, 

Recently director of the Hanover County Health 
Unit, has located at Tappahannock for the practice 
of general medicine. 


The Southeastern Surgical Congress 


Will hold its ninth annual assembly in Louisville, 
Kentucky, March 7, 8, and 9, at the Brown Hotel. 
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The tentative program lists many prominent doctors 
from the United States and Canada. Two Vir- 
ginians, Drs. C. C. Coleman, Richmond, and C. C, 
Smith, Jr., Norfolk, will present papers. The com- 
pleted program will be mailed out the latter part 
of February. 

For further information, write Dr. B. T. Beasley, 
secretary-treasurer, 701 Hurt Building, Atlanta, Ga. 


Interesting Broadcast. 

The readers of the MonrHtiy will prehaps be 
interested in the radio dramatization of the life of 
that widely loved American poet, humorist and 
physician, Oliver Wendell Holmes. This is to be 
broadcast over the national network of the Columbia 
Broadcasting System on Wednesday, February 9, 
from 8:00 to 8:30 P. M., EST. This program is by 
“Cavalcade of America.” 


Dr. Joseph W. Houck 

Has located in Richlands where he is in charge of 
surgery at the new Clinch Valley Clinic Hospital, 
which opened January 1 with a one hundred-bed 
capacity. Dr. Houck is a graduate of the University 
of Virginia Medical School in 1931. 


Petersburg Hospital Staff. 

At a meeting early in January, Dr. D. D. Willcox 
was elected president of the Medical Staff, succeed- 
ing Dr. Leta J. White. Other officers elected at 
this time are: Dr. H. M. Snead vice-president; 
Dr. H. Cantor, secretary; Dr. F. N. Taylor, vice- 
secretary; and the following chairmen of sections, 
Dr. J. D. Osborne, X-ray; Dr. W. B. McIlwaine, 
medical; Dr. George Reese, surgical; and Dr. J. E. 
Hamner, eye, ear, nose and throat. Dr. Herbert C. 
Jones was named member of the medical committee 
of the board of directors and Dr. Wilbur M. Bow- 
man member of the chart committee. 


The American Physicians’ Art Association, 

A national organization of medical men who have 
ability in the fine arts, will hold a first national 
exhibition in the San Francisco Museum of Art, 
San Francisco, California, in June, 1938. (The 
American Medical Association Convention is June 
13-17 in.the same city). The Art Association, 
which already has an outstanding membership, has 
three classifications for members—active, associate, 
and contributing. The first annual exhibition 
promises to be of unusual interest with entries to 
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be accepted (after jury selection) in the following 
classifications: oils, watercolors, sculpture, photo- 
graphy, pastels, etchings, crayon and pen and ink 
drawings (including cartoons), wood carvings and 
book bindings. Scientific medical art work will not 
be accepted. The exhibition is not limited to first 
showings. All entries close April 1, 1938. Any 
physician interested should communicate at once 
with the Secretary of the American Physicians’ Art 
Association, Suite 521-536 Flood Bldg., San Fran- 
cisco, California. 


Dr. Walter J. Otis, 

New Orleans, La., class of 715, Medical College 
of Virginia, has just been elected chairman of the 
Hospital Council of New Orleans, an organization 
of hospital executives of that city. Dr. Otis was 
also recently elected a member of the board of 
directors of the Hotel Dieu medical staff, for the 
ensuing year. 


Dr. J. Newton Dunn, 

Class of ’31, Medical College of Virginia, has 
taken over the office of the late Dr. John C. White 
at Blackstone for the practice of medicine in that 
place. For the past three years Dr. Dunn has been 
in Utah, where he was connected with C. C. C. work. 


Dr. Ennion §S. Williams, 

Richmond, has been appointed acting medical 
director of the Life Insurance Company of Virginia, 
and is to take over the duties previously performed 
by the late Dr. Charles L. Rudasill, to whom he 
was assistant medical director. 


Commander Micajah Boland, 

Medical Corps, U. S. Navy, retired, who has 
been attending clinics and doing post-graduate 
work in diagnosis and internal medicine in New 
York for several months, has recently been ap- 
pointed on the medical staff of the New York 1939 
World’s Fair. He will spend the month of February 
in Virginia before assuming his duties at the Fair 
in March. 


Obituary Record 


Dr. Joseph Peterfield Trent, 

Prominent physician of Farmville, died at War- 
renton, December the 27th, as the result of injuries 
received in an automobile accident on Christmas 
day, while en route to Washington, D. C., for the 
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holidays. Dr. Trent was a native of Nottoway County 
and seventy years of age. His medical education 
was received at George Washington University in 
Washington, from which he graduated in 1906. 
After this he practiced for a time in Washington 
and in West Virginia before locating in Farmville 
about twenty years ago. He had been a member of 
the Medical Society of Virginia since returning to 
this State. For several years he had been a surgeon 
for the Norfolk and Western Railway. Dr. Trent 
is survived by his wife, a son, and several sisters. 


Dr. William Evans, 

Age seventy, a native of Westown, Orange County, 
New York, and graduate of the College of Phy- 
sicians and Surgeons, New York City, 1890, but 
who has been practicing in Norfolk since 1902, died 
at his home in that city December 26, 1937, after a 
long illness. 

He was a member, medical examiner, and officer 
of many fraternal organizations, and was a Master 
of Ruth Lodge of Masons in 1922. He was loved 
and respected by all who knew him. He is sur- 
vived by a daughter. 

The following resolutions were adopted by the 
Norfolk County Medical Society on the death of 
Dr. Evans: 

Wuereas, on December 26, 1937, Dr. William Evans 
passed to his reward; and 

Wuereas, Dr. Evans faithfully served the people of this 
community, both fraternally and professionally, for many 
years; 

THEREFORE, BE IT RESOLVED: That, in the death of Dr. 
Evans, the Norfolk County Medical Society has lost a 
faithful friend, a good physician, and a polished genial 
member of society. 

BE IT FURTHER RESOLVED: That the sympathy of this So- 
ciety be conveyed to his family, and a copy of these reso- 
lutions be published in the Vircinta MepIcAL MONTHLY. 

P. St. L. Moncvure, 
N. G. WILSON 
M. P. DoyLe 


Dr. Charles Louis Rudasill, 

Medical Director of the Life Insurance Company 
of Virginia, died at his home in Richmond on 
January 13th, after a long illness. He was a native 
of Madison County and forty-seven years old. Dr. 
Rudasill graduated from the Medical College of 
Virginia in 1914, and, after serving a year’s intern- 
ship, located in Richmond for practice. The fol- 
lowing year he was appointed a member of the 
medical staff of the Life Insurance Company of 
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Virginia and in 1925 was named its medical di- 
rector. During the World War, Dr. Rudasill served 
as first lieutenant in the Medical Corps, U. S. Army, 
_and saw service in France. He was a member of 
the local and national medical organizations and 
had been a member of the Medical Society of Vir- 
ginia for twenty-three years. His wife and two sons 
survive him. 


Dr. John Cecil White, 
Blackstone, Va., died December 31st, following a 


two-day illness from heart trouble. He was born 
in Chatham, Va., and was thirty-seven years of age. 
Upon completion of his academic education, he 
studied medicine at the Medical College of Vir- 
ginia from which he graduated in 1927. Before 
studying medicine, Dr. White taught school in 
Buckingham County. He located in Blackstone in 
1931. He had been a member of the Medical So- 
ciety of Virginia for several years. His wife and 
two sons survive hint. 


Dr. Robert Emmett Chumbley, 

Well-known Radford physician, died December 
31, having been in ill health for sometime. He was a 
native of Pulaski County and sixty-four years 
of age. Dr. Chumbley graduated from the former 
University College of Medicine, Richmond, in 1898. 
He was at one time assistant superintendent of the 
Southwestern State Hospital in Marion but located 
for practice in Radford in 1918. Dr. Chumbley had 
been a member of the Medical Society of Virginia 
for thirty-six years. His wife and two children sur- 
vive him. 


Dr. Marshall C. Fields, 

Chilhowie, Va., died October 15. He was a 
native of Grayson County and sixty-seven years of 
age. Dr. Fields graduated from the Medical College 
of Virginia in 1898. He was a Mason and had 
been a member of the Medical Society of Virginia 
for thirty-nine years. 


Dr. Robert Benton Davis, 

Well-known Charles City County physician, died 
December 23rd, in a Richmond Hospital. He was 
sixty-two years of age and a graduate of the Medi- 
cal College of Virginia in 1906. Dr. Davis had 
practiced in Charles City County, with his home at 
Holdcroft, since his graduation. He took an active 
part in county affairs, serving as supervisor and 
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chairman of the Charles City Democratic Com- 
mittee, a member of the board of school trus‘ces, 
and as County treasurer for eight years. Dr. Davis 
was formerly a member of the Medical Society of 
Virginia. His wife and three daughters survive 
him. 


Resolutions on Death of Dr. O. A. Ryder. 


The Alexandria Hospital, at a meeting on Janu- 
ary 10, adopted the following resolutions on the 
death of Dr. Ryder: 

Wuereas, The Master has removed from our midst our 
beloved associate, Dr. Oliver Allison Ryder. 

BE IT RESOLVED, That in his passing the Alexandria Hos- 
pital has lost the services of a skillful physician, a resource- 
ful worker, and a wise advisor. 

BE IT FURTHER RESOLVED, That the physicians of the Staff 
of the Alexandria Hospital have lost a genial companion, 
helpful associate, and a most valued friend. 

BE IT FURTHER RESOLVED, That a copy of these resolu- 
tions be spread upon the minutes of the Staff, a copy pre- 
sented to the family of Dr. Ryder, and that they be pub- 
lished in the Alexandria Gazette, the VircINIA MEDICAL 
MonTHLy, and the Journal of the American Medical As- 
sociation. 

(Signed), 
LLEWELYN PowELL, Chairman 
B. WILkinNs, Secretary. 


Dr. John Decker Butzner, 

Of Scranton, Pa., died December 23rd. He was a 
native of Spotsylvania County, Va., and sixty years 
of age. Dr. Butzner graduated in medicine from 
the University of Virginia in 1904. 


Dr. William Edgar Darnall, 

Well-known gynecologist of the Atlantic City 
(N. J.) Hospital Association, died December 27th. 
He was born in Pearisburg, Va., in 1869, and gradu- 
ated from the University of Virginia, Department 
of Medicine, in 1895. 


Dr. Lawrason Brown, 

Prominent tuberculosis specialist and author, died 
at his home in Saranac Lake, N. Y., December 26, 
after a long illness, aged sixty-six. He graduated 
in medicine from the Johns Hopkins University of 
Baltimore in 1900 and since that time had been 
connected with Trudeau Sanatorium in many capa- 
cities. He had also been the recipient of many 
honors from medical organizations, among these be- 
ing the honorary degree of doctor of science from 
the Medical College of Virginia in 1936. 
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